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Treatment and Rehabilitation 





Section VT3I 


General Observations Concerning 
Treatment 


We discussed the various approaches to treatment or management of 
the adverse effects of non-medical drug use in considerable detail in our 
Treatment Report. We do not propose in this report to go over all the ground 
that was covered in the previous report nor even to attempt to summarize 
what was said at that time. There are, however, certain matters that require 
further commentary because of their general importance for social policy, 
and in some cases because of developments that have taken place since the 
Treatment Report. It is also necessary in this report to keep before us a 
realistic appreciation of the general outlook for the treatment of adverse drug 
effects, and in particular for the treatment of drug dependence. An under¬ 
standing of what we may reasonably expect from treatment has an important 
bearing on the priorities which we assign to other kinds of intervention. 

Some critics of the Treatment Report complained that we were too 
pessimistic about the outlook for treatment. It was certainly not our purpose 
to be unduly pessimistic or to underestimate the efficacy of various methods 
of treatment. It was our purpose, however, to avoid creating unjustified ex¬ 
pectations for treatment. We believe that more harm can come from exces¬ 
sive optimism than from excessive pessimism in this area. The obvious 
danger of excessive optimism or exaggerated claims of success is that people 
may be misled into thinking that there is a means of repairing the damage 
if dependence or other serious chronic effects result from experimentation 
with certain drugs. There is reason to believe, for example, that there has been 
widespread misunderstanding that methadone maintenance is a “cure” for 
opiate dependence, when in fact it merely alters the form of such dependence. 
On the whole, we found the outlook for treatment, particularly of drug 
dependence, to be a discouraging one. We felt it essential that this fact be 
clearly presented so that people might appreciate the serious risk of long-term 
problems resulting from experimentation with dependence-producing drugs, 
and so that the importance of efforts at prevention should be placed in proper 
perspective. It was not our intention to disparage or discourage the efforts to 
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improve existing methods of treatment and to discover new and more effec¬ 
tive ones. We must continue to give those who are engaged in treatment all 
the support they deserve, but at the same time we must have realistic expec¬ 
tations concerning success and reasonable criteria of progress in this most 
difficult field of activity that is so full of frustrations and disappointments. 
In the long run, such limited expectations and criteria of success will do more 
to encourage treatment personnel to persist with the task than the disillusion¬ 
ment and abandonment of constructive efforts that so often follows on un¬ 
realistic expectations and standards. 

In appraising the general outlook for treatment a distinction must, of 
course, be made between the treatment of acute or short-term physical and 
mental effects, and the treatment of dependence. On the whole, available 
treatment methods are able to cope quite effectively with short-term effects, 
and with many of the consequences of chronic drug use. It is in the treatment 
of dependence that the major difficulty lies. The various approaches to the 
treatment or management of dependence include the following: efforts to 
achieve abstinence or “cure”; maintenance, which involves the continuation 
of a form of drug dependence; the use of antagonists or substances which 
block the action of a dependence-producing drug without themselves pro¬ 
ducing significant dependence; the use of substances which produce an adverse 
or unpleasant reaction when the dependence-producing drug is used; and, 
more recently, the possibility of active immunization against the dependence- 
producing properties of a drug. 

It is generally acknowledged that the various approaches to achieving 
abstinence or cure have a disappointingly low rate of success. Some appear 
to be more successful than others, but the best can only reach a very small 
proportion of the drug-dependent population. Among the most successful has 
been Alcoholics Anonymous in assisting alcoholics to achieve abstinence. For 
one reason or another there has not yet been comparable success with the 
same approach in the treatment of opiate dependence. Former opiate-depend¬ 
ent persons have been employed to a considerable extent in treatment, but 
they do not appear to have been able to achieve success on anything like the 
scale of Alcoholics Anonymous. If anything, the short-term outlook for the 
cure of ‘speed’ or intravenous amphetamine dependence is even more dis¬ 
couraging than in the case of opiate dependence, although there arc sugges¬ 
tions that very heavy ‘speed’ use may be a transient phase and some ‘matur¬ 
ing out’ may occur after a few years with most individuals. Efforts to promote 
abstinence in drug-dependent individuals by long periods of confinement in 
prison or hospital settings have yielded poor results in the long run. The effec¬ 
tiveness of individual psychotherapy in the treatment of drug dependence 
has not been adequately demonstrated, and in any event, it is prohibitively 
expensive, and there arc not enough therapists for the task. Group therapy, 
and in particular the encounter technique of the rigorous therapeutic com¬ 
munity, has had some encouraging results, but they affect only a comparatively 
small proportion of the drug-dependent population. However, because of the 
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relative importance of this form of treatment among those directed to absti¬ 
nence or cure, we comment on it in greater detail in subsequent sections. 
There has not yet been a serious effort to achieve the potential of what is 
sometimes referred to as the “one-to-one” approach—the various forms of 
personal support and practical assistance given by a dedicated person to the 
drug-dependent person to help him or her to find a new basis for life. We 
shall have more to say about the importance of this approach in a later sec¬ 
tion. 

Opiate maintenance, or the substitution of one dependence-producing 
drug for another, is discussed in detail in the following section. The increasing 
recognition that it holds out the best hope for management of opiate depend¬ 
ence is a reflection of the great difficulty of achieving abstinence or cure. 
Maintenance is generally not spoken of with respect to other forms of drug 
dependence, although there are undoubtedly many cases of persons who have 
become dependent on other drugs, such as the barbiturates, and are main¬ 
tained on such drugs as a form of medical treatment Maintenance would 
not appear to be practical as a means of managing amphetamine or ‘speed’ 
dependence because of the difficulty of stabilizing doses at levels which do 
not cause significant disruption of normal physical or mental function. Such 
maintenance was apparently tried at one time in Sweden, with disastrous 
results. Basically, maintenance involves the decision as to whether, on balance, 
there is sufficient benefit to be gained from it to justify the risks necessarily 
involved in making a dependence-producing drug legally available for the 
management of dependence. 

Therapeutic techniques employing the use of antagonists in the treat¬ 
ment or management of opiate narcotic dependence have not yet been fully 
developed. There are various drawbacks to existing antagonists, often including 
unpleasant side effects and a short duration of action. More adequate antag¬ 
onists are in various stages of development and testing. It is assumed that 
it will be possible to develop a satisfactory antagonist that can be given 
orally at intervals of several days, or implanted in the body and gradually 
released into the blood stream, providing opiate blockade over a long period 
of time. However, antagonists do not eliminate the craving for opiate narcotics 
in dependent users, nor do they deal effectively with the tension or depression 
from which many users seek relief. Consequently, even if satisfactory antago¬ 
nists arc made available for the management of dependence, they are likely 
to be willingly accepted by only a small proportion of the opiate-depen¬ 
dent population. As yet there arc no generally adequate antagonists for 
the other major drugs of dependence, such as alcohol, barbiturates, ampheta¬ 
mines and tobacco, although significant research is currently being conducted 
in some of these areas. Antabuse® (disulfiram) docs not block alcohol effects, 
but inhibits the use of alcohol by producing very unpleasant toxic interactions 
when the two tfrugs arc taken simultaneously. Although Antabuse®, when 
administered chronically or implanted, reduces alcohol consumption, such 
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treatment is acceptable to only a very small proportion of the alcohol- 
dependent population. 

In our Treatment Report, we recommended that research on the devel¬ 
opment of an effective antagonist for amphetamines be encouraged. The 
suggestion met with some unfavourable reaction on the ground that because ll 

of the likely mechanisms of action of amphetamine in the brain, and its simi- ! 

larity to natural body hormones such as adrenalin, an effective amphetamine ; 

antagonist would interfere significantly with the normal functioning of the 
nervous system. Although this may be a likely possibility, because of the 
present uncertainty as to the actual mechanisms by which amphetamine 
produces the effects which reinforce or reward its use in humans, we felt 
that the development of a satisfactory antagonist which might reduce am¬ 
phetamine self-administration could not be ruled out a priori. Since our 
Treatment Report, significant advances have been made in this area. In 
Sweden, a compound is currently being investigated which significantly ( 

reduces the reinforcing effects of oral and intravenous amphetamine use. 

Available data, although limited, suggest no serious side effects or inter- < 

ference with normal physiological and psychological function. For further 
details, the reader is referred to Appendix A.3 Amphetamines and Am¬ 
phetamine-Like Drugs and Their Effects. j 

There is a significant possibility of developing techniques for the active 
immunization of persons against the effects of various drugs. This would 
produce a drug-neutralizing effect similar to that of a chemical antagonist, 
although the effect would result from a different biological process. Em- j 

ploying antibodies originally developed for drug analysis (immunoassay), 
active immunization in animals has met with some success in reducing drug 
reaction, but it has not yet been tried in humans. There is the potential draw¬ 
back, however, that such immunization might be irreversible. In the case of 
opiate narcotics, effective immunization (or long-acting chemical antagonists) 
would likely deprive the treated person of the medical use of opiate narcotics, 
as in the relief of severe pain. With amphetamine immunization, there could 
be complications arising from the similarity between amphetamine, adrenalin, 
and related hormones, as noted above. ; 

Even if satisfactory techniques were developed for the neutralization or 
blockade of the major dependence-producing drugs, the overall impact of 
such treatment on multiple drug use might be disappointingly limited. The 
number of psychotropic drugs available is vast. Even within general phar¬ 
macological classes, there is often significant variability in chemical structure 
and in the mechanisms of action of different drugs. Specific antagonists would 
not be uniformly effective against all drugs. Consequently, the elimination of 
the use of one substance might do little more than change the form of 
dependence or the drug used. Taking the antagonist approach to an extreme, 
multi-drug use would ultimately require multi-antagonist treatment, which 
would be clearly impractical. Consequently, it is likely that antagonist treat- 
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ment will be of limited value, except to certain persons seeking this type of 
assistance. 

A significant change in non-medical drug use which may be included 
in a broad concept of “treatment” is elimination or reduction of use brought 
about by recourse to various forms of self-control, inspiration, meditation 
and involvement in other interests. These were discussed to some extent in 
our Treatment Report, in the Appendix entitled Some Other Therapeutic 
Approaches. These approaches, although often strikingly effective in individual 
cases, depend so much on particular circumstances, including the personality 
of the subject and the other persons from whom he derives assistance, that 
it is difficult to generalize about their efficacy. 

Certain pharmacological issues relevant to treatment are discussed further 
in Appendix A The Drugs and Their Effects. 

In conclusion, a word should be said about treatment capacity, or the 
adequacy of existing facilities for treatment in Canada. In our Treatment 
Report we made recommendations for a community-based network of treat¬ 
ment and rehabilitation services, and in Appendix H Treatment Capacity in 
the Provinces we have attempted to convey some idea of existing facilities 
for methadone maintenance, treatment in therapeutic communities, and treat¬ 
ment in general and allied special hospitals. It is our overall impression that 
Canada still lacks sufficient treatment facilities of various kinds to meet the 
real and potential need of its drug-affected population. We have not made a 
detailed survey of facilities for the treatment of alcoholism, but there is 
reason to believe that they fall well below the need for such treatment. In 
several cases, reports suggest that existing treatment facilities are operating 
at under-capacity. This would appear to be true, for example, of some of the 
methadone programs and the residential therapeutic communities. In many of 
these cases, however, this is probably due to limitations of staff, or to failure 
to exert sufficient “out-reach” to make patients aware of available treatment 
and to attract them into it. Regardless of physical accommodation, the effec¬ 
tive capacity of treatment programs is limited by the number of qualified 
staff. There is a need to attract many more persons into the treatment of 
drug-related conditions and to provide the necessary training for them. We 
have further occasion to discuss the need for increased government initiative 
and support in developing treatment facilities and attracting drug-dependent 
persons into treatment in subsequent sections. 






Section IX 


Opiate Maintenance 


METHADONE MAINTENANCE 

Growing Support for Methadone Maintenance 

Because of the difficulty of curing opiate dependence, there has been 
increasing support for methadone maintenance as the most effective means 
of managing such dependence. Methadone maintenance programs arc mul¬ 
tiplying at a brisk rate, and this treatment approach is receiving an increasing 
measure of official approval and support In fact, it is fair to say that the 
substitution of methadone for heroin has become the favoured response to 
heroin dependence. 

It seems to be undeniable that methadone maintenance is presently the 
means by which the largest number of heroin dependents can be removed, to 
a significant extent, from dependence on the illicit market in heroin and from 
involvement in drug-related crime. There is considerable variation in the 
results that arc claimed for methadone maintenance on various measures of 
success—retention in the program, reduction in illicit drug use, reduction in 
crime, increase in gainful employment, and general social and personal ad¬ 
justment. The retention rates of 80 per cent and better that arc claimed for 
some programs are considerably higher than the general average. Moreover, 
retention rates reflect varying criteria of admission and compliance. Never¬ 
theless, the poorest rates of success on any of the above measures in metha¬ 
done programs, given the total numbers who can be beneficially afTcctcd, 
would appear to suggest that the total effectiveness of this method of managing 
opiate dependence is superior to other forms of treatment or management. 
As yet there has not been a basis for estimating the potential effectiveness of 
a satisfactory antagonist for opiate narcotics since such antagonists arc still 
in the development and testing stage. (Sec Section VIII General Observations 
Concerning Treatment above and Appendix A.2 Opiate Narcotics and Their 
Effects, “Opiate Narcotic Antagonists’*.) 

Some programs with a drug-free goal, particularly some of the thera¬ 
peutic communities, do claim success rates which compare favourably to those 
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in methadone maintenance but they are suitable for a much smaller propor¬ 
tion of addicts, and the results are based on the performance of a highly 
selected population with a particularly good prognosis for this particular form 
of treatment. 

Thus the superiority of methadone maintenance as a means of managing 
opiate dependence lies essentially in the numbers or proportion of the total 
addict population with which it can apparently deal. It must be recognized 
that there is a high rate of dropout from methadone programs (and indeed 
from virtually all other programs as well), in some cases as high as 50 per 
cent, 1 and also that there is a significant amount of illicit drug use and unem¬ 
ployment among those who remain in the programs, but the overall propor¬ 
tion of those who can be kept substantially out of the illicit heroin market 
and usefully employed is impressive. It is estimated that with adequate facili¬ 
ties at least 40 per cent of the heroin-dependent population in the United 
States could be stabilized on methadone maintenance. 2 On the other hand, it 
is felt that therapeutic communities could deal effectively with at the very 
most ten per cent of the total addict population. 3 

Concerns About Methadone Maintenance 

While methadone maintenance has its strong supporters, and they arc 
increasing in number, many people have serious misgivings about it and some 
arc strongly opposed to it. The most vocal critics arc those who favour a 
drug-free goal for treatment, in particular, those who favour the technique of 
the therapeutic community. They contend that it is essential to take the drug- 
dependent person ofl drugs altogether and not to encourage him in his reli¬ 
ance on them. They sec methadone maintenance as simply catering to the 
desire of the drug user and evading a real solution of his problem. 

There is also a very real concern that while methadone maintenance may 
result in a reduction of drug-related crime and some undermining of the illicit 
market in heroin, it may lead to an overall increase in opiate dependence. 
There is concern that we arc creating a legal supply of a new opiate narcotic 
from which there will inevitably be diversion to an illicit market. There is also 
concern that because of the availability of methadone maintenance people 
will be more willing to run the risk of opiate dependence by experimenting 
with heroin or other opiate narcotics, and that once dependent they will be 
less inclined to make the effort to become abstinent. Many fear that metha¬ 
done maintenance will not displace the use of illicit heroin but will merely 
add to or compound the overall problem of opiate dependence. 

There is no doubt that the increasing availability of methadone for the 
treatment of opiate dependence in withdrawal therapy and maintenance has 
brought problems as well as benefits. There arc four primary dangers in con¬ 
nection with the use of methadone. The first is the danger of making patients 
dependent on methadone when they do not yet have an opiate dependence. 
This can result from failure to make adequate tests for dependence. This 
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danger is greatest when a physician who administers or prescribes methadone 
does not have access to the necessary laboratory facilities for urinalysis. 
Successive daily urinalyses to determine whether heroin is being used daily 
is one, although by no means the only, indicator of heroin dependence. It 
cannot be said, however, that every reasonable precaution is being taken to 
avoid a mistaken diagnosis of dependence if urinalysis is not available. Persons 
who are not yet dependent on opiate narcotics may be made dependent on 
methadone as a result of unwillingness to turn them away when they present 
themselves for treatment. Sometimes the reasoning in such cases is that where 
a person is experimenting with heroin and there is every likelihood that he 
will become dependent it is better to remove him from the illicit market at 
the first opportunity rather than run the risk of losing him for a considerable 
period of time. 

The second danger is the diversion of legal supplies of methadone to an 
illicit market. This danger is greatest where methadone is prescribed instead 
of being administered on the premises under supervision. There has been 
evidence of the creation of an illicit market in methadone and the creation 
of primary methadone dependence through over-prescribing by physicians in 
some areas. There is also concern that the extensive use of methadone main¬ 
tenance will lead to an illicit market in methadone as a result of a growing 
demand for the drug and the refusal to make it legally available to those who 
are not yet dependent. The reasoning is that if heroin-dependent persons are 
willing to accept methadone in substitution for heroin, the drug can be ex¬ 
pected to be increasingly sought after by drug users. In this way, it is said, 
making methadone maintenance widely available is likely to increase the 
total clientele for opiate narcotics and the total amount of opiate dependence. 
It is not only introducing another dependence-producing drug but it is making 
it legally available. Thus it is facilitating or encouraging the development of 
opiate dependence. 

The third danger is that experimentation with heroin will be encouraged 
by the erroneous belief that methadone offers a ‘cure* if heroin dependence 
results. There is concern as to whether drug users understand the full impli¬ 
cations of methadone maintenance—that it not only produces dependence 
but a dependence that is confirmed and reinforced by regular daily adminis¬ 
tration. There is an insufficient understanding that methadone maintenance 
itself involves a dependence, albeit one which relieves the opiate dependent 
of the need to seek his drug in the illicit market. People who think of metha¬ 
done maintenance as a ‘cure’ are very gravely mistaken. It is not a cure but 
a substitution of one dependence for another—a dependence which is as fully 
tenacious as that of heroin and perhaps more. 

The fourth danger is that a heavy reliance on methadone maintenance 
will discourage treatment personnel and patients from pursuing the more 
difficult goal of abstinence or additional goals, like the ones that arc pursued 
and often attained through serious therapeutic efforts: a sense of responsi¬ 
bility, of commitment, of understanding of the self and its limitations and the 
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like. (It is noteworthy, however, that there is increasing evidence in American 
therapeutic communities of resort to methadone maintenance by a certain 
number of the staff and members, although it is not possible to estimate the 
effect of this development on the traditional goals and general effectiveness 
of the therapeutic community.) There is concern that if we commit ourselves 
unreservedly and overeagerly to this method of treatment we may gradually 
abandon our efforts to seek means of effecting cure. As official support con¬ 
centrates on methadone maintenance, there may be less support available for 
the more expensive approaches to treatment with a drug-free goal. At a time 
when public health costs constitute a very large and increasing proportion of 
government budgets, one of the great attractions of methadone maintenance 
to governments is its relatively low cost. 

There is also concern that we do not know enough about the long-term 
effects of methadone, although it is thought to be unlikely that they will turn 
out to be more harmful than those of heroin. There has also been relatively 
little attempt to determine the effect of methadone on psychomotor functions 
involved in driving or the handling of other machinery. At the present time we 
are allowing persons on methadone maintenance to drive automobiles, operate 
other potentially dangerous machinery, and perform other types of complex 
tasks without adequate assurance that this is a safe or reliable procedure. 
As well, there is little systematic information regarding the interaction of 
methadone with alcohol and other drugs used medically and non-medically. 
The possibility of enhanced behavioural or physiological toxicity is of par¬ 
ticular concern. 


The Commission’s Position on Methadone Maintenance 

In its Treatment Report the Commission expressed cautious support for 
the increased availability of methadone maintenance under suitable controls. 
It acknowledged the criticism of this form of treatment or management of 
opiate dependence, especially from those favouring the therapeutic com¬ 
munity, as well as its essentially experimental nature, but concluded, “for 
better or for worse, methadone maintenance provides to date the cheapest 
and most effective weapon we have for dealing with large-scale heroin 
dependence,” (p. 30). The controls recommended by the Commission, which 
arc also referred to in the present report in Appendix G.l Methadone Control 
Program of the Government of Canada, consisted essentially in the require¬ 
ment that, as a general rule, methadone should be administered only by 
physicians affiliated with and acting under the general supervision of an ac¬ 
credited specialized clinic equipped with the necessary laboratory facilities 
and other ancillary services. 

In view of continuing concern about methadone maintenance and the 
introduction of a control program by the Federal Government the Commis¬ 
sion has reviewed its position since the Treatment Report . 
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Notwithstanding the concerns expressed above, methadone maintenance 
continues to win support. Its major claims, apart from relative cost, are that 
it can handle large numbers, and it can, in a significant degree, take them 
out of the illicit market and drug-related crime and permit them to function 
in a reasonably effective manner. These are the major social objectives in 
connection with heroin dependence today. In the large urban centres of the 
United States people are more concerned about the increase in crime as a 
result of heroin dependence than they are about, the effect of dependence on 
the individual. If they cannot cure the dependence they at least desire to 
reduce drug-related crime. A certain proportion of persons on methadone 
maintenance may still commit crime because of a general pattern of criminal 
behaviour, but they have less reason to commit the crime required to support 
their opiate habit. 

The danger that a heavy emphasis on methadone maintenance will dis¬ 
courage efforts to pursue treatment with a drug-free goal is only a matter of 
real concern to the extent that the latter treatment offers a significant chance 
of success. We must not abandon our efforts to effect cure but we must be 
realistic about the present prospects. The experience with treatment goals of 
abstinence has been very discouraging and justifies the generalization that 
heroin dependence is virtually incurable. There are very few documented 
cases of individuals who have remained abstinent after release from imprison¬ 
ment or civil commitment. While the success rate claimed for therapeutic 
communities is often high, on closer examination the number who respond 
favourably are seen to be a very small proportion of those who originally 
make contact with such communities. A high proportion of those who make 
contact turn away when they realize what is involved. A further high propor¬ 
tion drop out, or ‘split*, after a short period in the community. The founder 
of Synanon himself expressed the opinion that only about one in ten of those 
who seek help from the community would be benefited by it. 4 As noted pre¬ 
viously in this section observers have estimated that therapeutic communities 
are not likely to be suitable for more than ten per cent of the opiate- 
dependent population. 5 Certainly it is essential that a sufficient number of 
them be supported for those who can benefit from them. It is generally agreed, 
however, that they could not make a sufficient impact on the overall problem 
of opiate dependence to remove the need for some other form of manage¬ 
ment. Moreover, methadone maintenance can always be regarded as a stabiliz¬ 
ing and transitional measure that enables a person to withdraw from the 
illicit market and drug-related crime and to fashion the elements of a reason¬ 
ably normal life; it does not preclude the subsequent pursuit of cure, if the 
dependent person feels able to make the necessary effort. As noted above, 
methadone maintenance is in fact being used by members of therapeutic 
communities. 

For these reasons—and despite the very real concerns expressed above 
—we see no alternative but to continue to make methadone maintenance 
available to as many opiate dependents as possible for whom it is appropriate. 
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It must, however, be surrounded by suitable controls to reduce the dangers 
referred to above as much as possible. In view of the introduction of the 
Federal Government’s methadone control program since the publication of 
the Commission’s Treatment Report it is necessary to re-examine the question 
of control. 

Before dealing with this subject we wish to emphasize again that the 
potential of antagonists as a means of managing opiate dependence has not 
yet been developed, although there are promising indications, and the con¬ 
centration in the foregoing discussion on methadone maintenance and the 
therapeutic community is not intended to suggest that in the long-term the 
options are necessarily confined to these two forms of treatment or manage¬ 
ment. 


The Methadone Control Program of the Federal Government 

The methadone control program introduced by the Federal Government 
in 1972 following the recommendations of a Special Joint Committee on 
Methadone established by the former Food and Drug Directorate of the 
Department of National Health and Welfare and the Canadian Medical As¬ 
sociation, as well as the recommendations of this Commission in its Treatment 
Report, are described in detail in Appendix G.l entitled Methadone Control 
Program of the Government of Canada. There reference is made to the abuses 
which gave rise to governmental concern, the recommendations of the Special 
Joint Committee, the recommendations of the Commission, the announcement 
of the proposed methadone control policy by the Minister of National Health 
and Welfare, the new Narcotic Control Regulations respecting the use of 
methadone, the policy guidelines developed by the Health Protection Branch 
of the Department of National Health and Welfare, the manner in which the 
new control policy has been implemented, the number of specialized treat¬ 
ment units approved, and the number of physicians, both affiliated with such 
units and unaffiliated, who were authorized as of November 1972, to use 
methadone in maintenance and withdrawal therapy or in withdrawal therapy 
only. 

What emerges from a consideration of these developments is that the 
Federal Government has had to try to reconcile two objectives: the need to 
make methadone sufficiently available in Canada for the treatment of opiate 
dependence, and the need to surround it with sufficient control to reduce the 
dangers of abuse or misuse as much as possible—in particular, the danger 
that persons who arc not yet dependent will be introduced to opiate depend¬ 
ence through methadone, the danger of diversion to an illicit market through 
“prescription shopping” or over-prescribing, and the danger that the opiate 
dependent’s problem may be aggravated by inadequate administration and 
failure to monitor illicit drug use. 

At the present time there is a conflict between the need to make metha¬ 
done sufficiently available to meet the requirements of the opiate-dependent 
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population and the need to surround its availability with all reasonable con¬ 
trols. Although the idea of assuring effective controls and good medical prac¬ 
tice in the use of methadone through a system of accredited clinics or special¬ 
ized treatment units with which private physicians must be affiliated is a good 
one in theory, it has encountered certain practical difficulties. There has been 
a significant increase in the number of special treatment units suitable for 
accreditation but there are not yet enough to make such a system workable at 
the present time. (See Appendix G.l Methadone Control Program of the 
Government of Canada.) There are not sufficient organized and fully-equipped 
methadone programs in Canada today to make it feasible to restrict the use of 
methadone to physicians who are able to establish an affiliation with an 
accredited treatment program. There are too many localities that would not 
be adequately served if that rule were enforced today. Nor apparently has it 
been considered practicable to restrict its use to physicians who have access to 
the necessary facilities for urinalysis nor to insist that methadone be adminis¬ 
tered under supervision and only prescribed in the most expectional cir¬ 
cumstances. 

In effect, the Federal Government has had to abandon, at least tempo¬ 
rarily, the idea of a control system based on accredited treatment units or 
programs and settle for a system which gives it a closer monitoring control 
over physicians. It is highly doubtful if the policy which has been implemented 
can meet the control objectives of a safe and effective use of methadone which 
were originally announced. An effective system of controls requires adequate 
laboratory facilities to confirm opiate dependence and to monitor the use of 
illicit drugs, administration under supervision as opposed to ordinary prescrip¬ 
tion, and the necessary resources for follow-up and evaluation. TTierc is no 
particular magic in the notion of a specialized clinic or treatment unit; the 
necessary facilities can exist or be accessible to physicians outside of such a 
clinic or unit; but they will generally only be available within an organized 
program. 


Jurisdictional Issues 

The Federal Government feels that it is under some constitutional re¬ 
straint. (See Appendix F.l The Constitutional Framework for a general dis¬ 
cussion of the distribution of legislative jurisdiction with respect to non- 
medical drug use.) It clearly has the jurisdiction, in virtue of its criminal 
law power, to restrict the availability of harmful substances and to impose 
conditions upon their use, but it docs not have a general jurisdiction to esta¬ 
blish and regulate treatment facilities outside of the criminal law system and 
other specific areas of federal constitutional responsibility, such as the armed 
forces, immigration, and Indian affairs. As indicated in Appendix F.l, the gen¬ 
eral jurisdiction with respect to health services is provincial, and there is a 
serious doubt, for reasons of constitutional policy, whether the Federal Gov¬ 
ernment could successfully invoke its general power under the “Peace, Order 
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and Good Government” clause as a basis for the delivery of treatment services 
in the field of non-medical drug use, even if it were politically prepared to 
do so. In the present constitutional climate of Canada, with the strong provin¬ 
cial insistence on jurisdiction with respect to matters of health and social 
welfare, it is unlikely that such an initiative would appear desirable or feasible. 
The provision of facilities for the treatment of opiate dependence and other 
adverse effects of non-medical drug use would involve an incursion of a com¬ 
prehensive nature into the complex field of health and social welfare services. 
The proper treatment of heroin dependence involves much more than simply 
making drugs available. It involves a whole network of services, including 
institutions and professional personnel over which the provinces have regu¬ 
latory jurisdiction. 

The Federal Government could consider providing the necessary facilities 
to make methadone available under properly controlled conditions. Its right 
to impose various conditions upon the distribution of dangerous substances 
would appear to include the right to provide that such substances will not be 
available except through government owned or sponsored facilities. But there 
is a difference between mere distribution and treatment, which is what is 
involved in the use of methadone in maintenance or withdrawal therapy. The 
latter is not simply the distribution of a dangerous substance but the delivery 
of a health service. 

Another important consideration in connection with a federal attempt 
to regulate the use of a drug by physicians is that while the Federal Govern¬ 
ment may validly impose conditions upon the use of a drug, the general juris¬ 
diction to regulate the practice of medicine is provincial. In regulating the 
distribution of drugs by physicians the Federal Government does come very 
close at times to regulation of the practice of medicine. It is one thing, from 
a policy point of view, to say that a particular drug shall not be available for 
use by any physician, as in the case of thalidomide. It is another thing to say, 
as in the case of methadone, that only physicians specially authorized by the 
Federal Government shall have a right to use it. When the Federal Govern¬ 
ment imposes conditions upon a physician’s right to use a certain drug, in the 
exercise of its jurisdiction to restrict the availability of harmful substances, 
it docs not usurp the provincial jurisdiction to regulate the practice of medi¬ 
cine.® But the control contemplated by the new federal methadone regulations 
involves a judgment on the professional competence and responsibility of 
individual physicians. Moreover, the federal approval of specialized treatment 
units and the authorization of physicians necessarily involve a consideration 
of the manner in which methadone is to be used as a matter of good medical 
practice. (The Guidelines referred to in Appendix G.l contained clear sug¬ 
gestions in this regard.) 

Nonetheless, once it is conceded, as it must be, that the Federal Govern¬ 
ment has jurisdiction to prescribe the conditions upon which a certain drug 
may be made available for use by physicians, there would seem to be no limit 
to the nature of the conditions that can be imposed so long as they arc genu- 
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inely related to a concern with the availability and use of a dangerous sub¬ 
stance and not to the assumption of a regulatory jurisdiction over a course of 
treatment in the interests of a certain theory of treatment efficacy. 

Of course, there may be a close relationship in practice between the two 
concerns—protection of the patient from harm and treatment efficacy—and 
it may often be difficult, if not impossible, to draw the line between them. 
Clearly, a requirement that there be proof of opiate dependence before metha¬ 
done is used relates to a bona fide concern for the harm that may be caused 
by a dangerous substance. On the other hand, a requirement that there be 
certain ancillary services for purposes of follow-up and social rehabilitation 
may appear to go beyond issues of safety into questions of treatment efficacy. 
Yet even such questions can be seen as part of a general concern to limit the 
use of methadone to the extent that is absolutely necessary. Thus there would 
not appear to be a serious basis for challenging federal jurisdiction to enter 
into details of treatment as conditions upon which a particular drug will be 
made available. 

The decision to pass upon the qualifications of individual physicians to 
administer methadone could involve the Federal Government in some awk¬ 
wardness with the medical profession and the provincial governing bodies. 
In fact, as indicated in Appendix G.l Methadone Control Program of the 
Government of Canada, the Drug Advisory Bureau consults with relevant 
provincial bodies, the Methadone Advisory Committee is representative of 
the interests of the medical profession, and the Department had not, as of 
November 1972, refused any application for authorization, although some 
temporary authorizations were withdrawn during the summer of 1972 by 
agreement between the Bureau and physicians. The federal policy appears to 
be to encourage the adoption of satisfactory standards and practices but to 
refuse or withdraw the right to use methadone only in cases of clear abuse, 
and even then, the withdrawal of the right has been brought about by negotia¬ 
tion. This reflects the concern which the federal authorities feel about 
effective interference with the right to practice medicine, even as a necessary 
incident of their clear jurisdiction to control the availability of harmful 
substances. The monitoring of methadone prescription by the Bureau of 
Dangerous Drugs is only calculated to detect cases of extreme abuse. It 
cannot monitor good medical practice in the use of methadone. If there were 
to be a more confident and rigourous evaluation of professional competence 
or experience in the use of methadone, to meet generally accepted criteria 
of good medical practice in this area, it would have to be exercised by 
provincial authorities, or at least by some federal-provincial cooperative 
mechanism. 


Commentary on the Federal Control Program 

As indicated in Appendix G.l, the federal methadone control program 
started out with a firm affirmation of and commitment to the requirement of 
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affiliation with a specialized treatment unit, but it has had to adjust, at least 
as an interim measure, to certain operational realities. 

As we say above, there is no magic in a requirement of affiliation with 
an approved treatment unit or program. It is a means, however, of assuring 
good medical practice in the use of methadone since such practice cannot be 
assured simply by a review of prescription records. This was the thinking 
behind the Commission’s recommendation of the requirement of affiliation in 
its Treatment Report, and presumably it was also the thinking behind the 
recommendations of the Special Joint Committee, which expressed the view 
that methadone therapy should only be carried out as a general rule within 
specialized treatment programs. (See Appendix G.l.) Physicians who are 
not affiliated with such a program may be capable of good medical practice 
in the use of methadone, but in our opinion they are not adequately equipped 
for such purpose unless they have access to the necessary laboratory facilities 
to confirm dependence and monitor illicit drug use, and have the necessary 
training and specialized clinical experience and also probably, unless they 
have the support of the necessary ancillary services to supervise and assist the 
social rehabilitation of the patient Specialized programs may also lack these 
facilities but they are more likely to be able to provide for them. Such pro¬ 
grams may also be guilty of poor medical practice in the use of methadone, 
but with their specialized personnel and facilities they should be less exposed 
to this possibility. 

One thing that emerges very clearly from a consideration of our 
experience with treatment so far is the necessity of adequate after-care and 
follow-up to assist the patient to establish a new pattern of life. Methadone 
maintenance which consists simply of the daily dispensing of drugs may do 
some good but it is not sufficient. The individual must find satisfactory 
employment and establish new relationships. Proper treatment requires 
follow-up over a long period by people who care and who can devote the 
necessary effort to solving the practical problems involved in the restructuring 
of a life. Virtually all treatment today suffers fom a lack of sufficient follow-up 
with the problems of social reintegration. There is a great need for enough 
trained personnel to assist in this task and for a receptive attitude on the part 
of society. 

There is some contention that methadone maintenance will be effective 
even without ancillary services if the goal is simply to remove a person from 
dependence on the illicit market and drug-related crime, but help in putting 
together the elements of a stable life would seem to be essential to ensure 
against relapse into the life of the criminal addict through attraction of the 
old associations, if not the illicit drug, and also to lay the basis for the 
possibility of cure. 

In addition to these ancillary services directed to social rehabilitation, 
there is also a need for a research and evaluation component In methadone 
programs. Wc arc in need of further research information in numerous areas, 
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such as the determination of optimal doses, maintenance side effects (in¬ 
cluding changes in intellectual functioning and psychomotor skills), inter¬ 
actions with other drugs, and the treatment potential of longer-acting metha¬ 
done derivatives. At least some of this research would best be conducted in 
a clinical setting, or in a clinically-associated experimental program. Facili¬ 
ties for adequate research and evaluation are most likely to be available to 
an organized and properly equipped clinical program. 

Despite differences in opinion on the necessity or even the desirability 
of urinalysis to confirm dependence and to monitor illicit drug use, we are 
still firmly of the view that it is essenial in order to minimize the risks of 
creating dependence where none yet exists and of aggravating opiate depen¬ 
dence by allowing methadone to be a convenient adjunct to heroin de¬ 
pendence. Once again, it appears to be clear that many physicians are unlikely 
to have immediate access to the necessary laboratory facilities unless they 
are affiliated with an accredited treatment program. Although the omission 
of a requirement of urinalysis by the Federal Government in the implemen¬ 
tation of its program may have seemed justified on grounds of temporary 
practical necessity—that an insistence on it would severely reduce the 
availability of methadone maintenance at the present time—we do not think 
it can be justified as a permanent policy. It is noteworthy that the most 
experienced special programs in the country regard urinalysis as essential. 

Furthermore, as noted in Appendix A.2 Opiate Narcotics and Their 
Effects, extremely simple techniques are available for the preliminary extrac¬ 
tion of urine on ion-exchange paper, which obviates the need for immediate 
access to chemical analysis facilities. After the extraction (which requires only 
the most rudimentary personnel training and supplies) the dried paper can be 
taken or mailed to a central laboratory for routine urinalysis. The transpor¬ 
tation of actual urine samples is totally unnecessary. If medical support staff 
were instructed in the application of this simple procedure, and appropriate 
central analytic services were provided (cither on a provincial or federal 
basis), urinalysis would not present a significant practical problem for the 
individual clinician, regardless of his location and affiliations. 

In many methadone maintenance programs in North America, patients 
arc required to urinate while under direct observation. We do not feel that 
this humiliating practice is appropriate or necessary. Accurate urine tem¬ 
perature measures, taken immediately after urination in privacy, would likely 
detect any attempt by the patient to substitute another sample for his own, 
and such measures should be taken routinely. 

To reduce the dangers of “prescription shopping” and diversion to an 
illicit market, as well as eliminating the opportunity for the patient to reduce 
or avoid the prescribed dose (c.g., to facilitate the effects of illicit heroin 
use), the administration of methadone should be under supervision. 

For those cases where it is necessary because of distance or other com¬ 
pelling reason to provide the patient with a prescription, pharmacists should 
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be requested to directly supervise its administration on the premises. Where, 
in exceptional cases it is necessary to send a supply to a remote location, 
such as a logging camp, a responsible person in such location should be asked 
to directly supervise administration. TTiere would undoubtedly be some prac¬ 
tical problems to be solved before a decentralized pharmacy-based metha¬ 
done administration system could be put into general operation. Some phar¬ 
macists might object to such a program, and may prefer not to be involved 
in routine supervision of methadone administration to heroin addicts in their 
stores. If daily urine samples were required of patients, as well as daily super¬ 
vised drug administration, it would be greatly advantageous to have both 
functions performed at the same location. Consequently, in order for a 
pharmacy-based distribution system to be an improvement on the central 
clinic approach, it would also be necessary for the pharmacist to be respon¬ 
sible for obtaining urine samples on the premises. This added responsibility 
could conceivably lead to significant staff and space problems in certain 
pharmacies. 

There are clear indications that the potential problems inherent in a 
pharmacy-based methadone administration and urine collection system are 
not insurmountable, and that solutions can often be facilitated at the local 
community level. Such a system has been in practice on a small scale in Ed¬ 
monton for over a year. This program, involving six volunteer pharmacies, 
is no longer considered a temporary or experimental treatment component, 
but a regular part of the services available in that community. All patients 
must initially attend the central clinic routinely, but if sufficient progress is 
demonstrated, certain individuals are allowed the option of obtaining and con¬ 
suming methadone under supervision at certain designated local pharmacies. 
In some instances, pharmacists take urine samples, as well. Other similar 
programs arc in operation in the United States. 

It would appear that generally where methadone is administered for 
maintenance rather than withdrawal therapy it should be administered at 
sufficiently high doses to block the effects of heroin; otherwise it may simply 
make It easier for the opiate dependent to maintain his habit in the illicit 
market by supplementing his supply of heroin and removing some of the 
pressure of “hustling”. Erratic dose administration may aggravate a problem 
of opiate dependence by facilitating rather than eliminating the continued 
use of heroin. However, some flexibility should remain in the selection of 
dose at the clinical level, since we do not yet have adequate information 
for establishing the optimal dose to be employed. There is currently con¬ 
siderable controversy in this area, and further research is clearly needed. 
(Sec Appendix A.2 Opiate Narcotics and Their Effects, for a summary of 
methadone pharmacology.) 

Longer acting derivatives of methadone, which extend the “coverage” 
to two days or more, arc currently being developed and tested. Such com¬ 
pounds would significantly reduce the expense and inconvenience of super- 
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vised administration. However, certain problems remain to be solved, and 
it seems unlikely that methadone itself will be replaced in routine mainte¬ 
nance in the immediate future. 


Responsibility for Establishing the Necessary Treatment Capacity 

Since the introduction of the Federal Government’s Methadone Control 
Program there has been a significant increase in the number of organized 
methadone treatment programs (see Appendix G.l Methadone Control 
Program of the Government of Canada ), but there does not appear to be 
sufficient capacity, with suitable controls, to meet the potential demand for 
such treatment in the country (see Appendix H Treatment Capacity in the 
Provinces). 

It is impossible to determine from the records of the Drug Advisory 
Bureau whether there is sufficient capacity in the country as a whole to 
meet the real need for methadone maintenance. To do this it would be 
necessary to know the potential capacity of each approved treatment unit, as 
well as the capacity of authorized physicians, in relation to the estimated popu¬ 
lation of opiate dependents in their area. There are too many unknowns. 
Methadone programs in Canada do not maintain waiting lists as they do in 
the United States. They do not report the extent to which they are obliged 
to refuse applicants who meet their criteria for admission. It is a safe assump¬ 
tion, however, that the potential demand for methadone maintenance by 
qualified applicants exceeds by several times the number who are presently 
being treated in this way. 

Apart from the question of capacity, however, we arc obviously not 
yet beginning to approach the potential for the use of methadone maintenance 
in the management of opiate dependence. Opinions vary as. to the proportion 
of the opiate dependent population that could be effectively treated with 
methadone maintenance. Some are considerably more optimistic than others. 
As indicated earlier in this Section a conservative estimate in the United 
States is that about 40 per cent of heroin dependents who arc not incarcerated 
or in other forms of treatment could be persuaded to respond to methadone 
maintenance programs with reasonably strict controls. 7 There appears to be 
a general consensus that methadone maintenance is likely to be acceptable 
to four or five times as many heroin dependents as therapeutic communities. 
It is estimated that at the end of 1971 in the United States there were 40,000 
heroin dependents in methadone maintenance programs and 8,000 in thera¬ 
peutic communities out of a total estimated population of 375,000 opiate 
dependents. 8 

In Canada, we estimate that there arc less than 1,500 opiate dependents 
in methadone maintenance. The capacity of all programs is severely restricted 
by limitations of staff and financial resources. The two oldest and most 
experienced programs in the country, the Narcotic Addiction Foundation of 
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British Columbia and the Addiction Research Foundation in Ontario, accom¬ 
modate between them not more than 500 regular patients on methadone main¬ 
tenance. 

We have an impression that there is not yet a firm, governmental com¬ 
mitment to development of the capacity required to meet the potential demand 
for methadone maintenance in Canada. This lack of initiative and support 
to some extent reflects the misgivings which are still felt by many treatment 
professionals concerning this form of opiate dependence management— 
misgivings which have been referred to above—but it would also appear to 
reflect concerns of a jurisdictional and financial nature. 

The Federal Government takes the position that it cannot assume the 
initiative for the creation of treatment facilities; that this is a matter of 
provincial responsibility. It can, however, assume a good deal of initiative, 
in consultation with the provinces, to encourage the development of new 
facilities and to participate in the financing of them. The provinces, on the 
whole, appear somewhat apathetic about establishing the necessary facilities 
for the treatment of drug dependence. This can be explained in part by un¬ 
certainty as to whether there is any form of treatment worth supporting. It is 
no doubt also due in substantial measure to concern about the cost. 

It might appear more prudent to take the view that we should still regard 
this form of treatment as in the experimental stage, but there is a real danger 
in the present lack of certainty and full-bodied commitment. We should 
always adopt an experimental approach to methadone maintenance (as to 
other forms of treatment), in the sense that it should be accompanied by 
research and evaluation, but there should be a firm commitment now to make 
it as fully available as possible under proper controls. There is no virtue in a 
half-hearted policy. Such a policy may rescue a small percentage of opiate 
dependents from the illicit market but it cannot have a significant impact on 
the overall problem. So long as we are administering methadone to hundreds 
of patients we have passed the experimental or tentative stage. There is no 
good reason not to go all the way. There are definite dangers in a policy of 
legal availability of opiate narcotics, but once embarked upon it we should 
do what is necessary to obtain the maximum advantage from it. We should 
create the capacity and the outreach that will draw as many heroin dependent 
persons into it as possible. 

If methadone maintenance is to be made available under properly con¬ 
trolled conditions and at a reasonable cost to the addict it must receive the 
financial support of government. The provincial governments have the primary 
responsibility for assuring these conditions of availability, although they 
may well call on the Federal Government for assistance. But someone has 
to assume responsibility for seeing that there is a proper program wherever 
it is needed. 

Wc believe that the necessary government Initiative must be taken to 
make It possible for all physicians authorized to use methadone to be 
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affiliated with an organized program having the necessary specialized staff, 
laboratory equipment and ancillary services. We see grave risks in allowing 
the development of methadone maintenance through administration by private 
physicians without a control system based on affiliation with clinics that are 
adequately staffed and equipped. The experience of other countries, such 
as Great Britain and Sweden, is that if maintenance is left to private 
physicians there is a serious danger of abuses resulting in epidemic spread 
of use. We therefore strongly recommend that there be the necessary federal- 
provincial cooperation to establish the clinics or treatment units required to 
assure that methadone maintenance can be made available under properly 
controlled conditions to as many heroin addicts in Canada as possible. What 
is required is a national system of clinics or treatment units with a coordinated 
approach to monitoring and information exchange to prevent “prescription 
shopping” or “double doctoring”. 

Despite all efforts it may not be reasonably possible because of the wide¬ 
spread areas which must be served to require affiliation of all physicians, but 
at the very least the government should require evidence, as a condition of 
authorization, that a physician has made reasonable efforts to establish 
affiliation or that it is practically impossible for him to do so. 

Monitoring of Methadone Patients 

Certain practical, ethical and legal questions arise in considering the 
mechanics of an effective national methadone monitoring system. It is well 
known that many heroin users are unwilling to identify themselves to medical 
authorities for fear of subsequent legal repercussions. Consequently, a signi¬ 
ficant number of such individuals register for methadone maintenance under 
pseudonyms; this practice is acknowledged by many clinicians involved in 
methadone maintenance and is usually not considered cause for serious con¬ 
cern from the treatment standpoint. Many clinicians feel that stressing posi¬ 
tive personal identification early in treatment, or requiring it as a prerequisite 
to acceptance in a program, often impedes therapeutic progress and would 
likely deter many heroin users from accepting ^methadone maintenance. 
However, effective monitoring obviously requires an accurate system of 
identification to prevent an individual from obtaining methadone from more 
than one source. 

Prescription and other authorized use of methadone is currently moni¬ 
tored by the Bureau of Dangerous Drugs, and, consequently, associated 
information is potentially available to law enforcement authorities. Wc feel 
that in Ught of the incriminating nature of the personal information collec¬ 
tion inherent in the methadone monitoring process, such data should not be 
accessible to law enforcement officials unless some specific infraction of the 
methadone control regulations is involved. Such data should not be used for 
identifying, for law enforcement purposes, persons who arc or have been 
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users of illegal drugs, such as heroin. We feel that methadone prescription 
monitoring must be conducted by a regulatory body which is separate from 
law enforcement. If some infraction of prescription or program registration 
regulations is detected, the monitoring body should have the option of rec¬ 
tifying the problem through treatment channels, if strict legal action is not 
considered by them to be necessary or appropriate. Furthermore, pharmacists 
should be prohibited from releasing identifying information to anyone but 
the designated monitoring authorities. The responsibility for initial identifica¬ 
tion of the patient must rest with the medical authorities conducting the 
clinical program. As we have suggested elsewhere in this report, effective 
monitoring of medical use of all prescription drugs would be facilitated by 
the inclusion of the patient’s social insurance number and the physician’s 
registration number on the prescription. 

The United States Special Action Office for Drug Abuse Prevention 
(SAODAP) has proposed a “Unique Identification System”, based on a com¬ 
puterized footprint analysis and centralized data bank, which allows positive 
detection of duplicate registration in methadone maintenance programs with¬ 
out personal identification of the patient. Each person, when he enters a 
methadone program, provides a footprint sample, and is assigned an arbitrary 
identification number. Registration in different programs is detected if a 
second footprint sample from the same individual is submitted to the cen¬ 
tral clearinghouse. Individuals are never personally identified in these gov¬ 
ernment records. This system is currently on limited experimental trial in 
Washington, D.C. and some surrounding areas, and is reportedly function¬ 
ing satisfactorily. We do not recommend this system for Canada at this time, 
but do suggest that the development of the program in the U.S. be carefully 
observed. This system should be reconsidered at a later date if there is suffi¬ 
cient change in the present heroin and methadone situation in this country. 


Relationship of Methadone Maintenance 
to Other Treatment Programs 

Concern for the individual—and for the effect on others of a steadily 
increasing opiate-dependent population—demands that we persist with our 
efforts to find effective means of achieving cure. Most observers feel that the 
path to success lies along the lines of a multi-modal approach in which 
methadone maintenance is only one of several approaches. In this multi-modal 
approach, designed to help the patient to find the way that is most con¬ 
genial to him, methadone maintenance can play a stabilizing and transitional 
role. It can take the pressure and stress of living in the illicit market off the 
drug user, and give him the opportunity to begin to try to reorganize his life, 
to find work, to build new relationships, and generally to recover a new sense 
of self-worth. Thus'stabilized and supported, the individual may then be more 
amenable to other approaches directed to helping him to give up drop 
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altogether. Many will argue that it is illusory to think you can move towards a 
drug-free goal by starting off with methadone maintenance since this reinforces 
the reliance on drugs. So long as the individual can obtain the drug at little 
inconvenience and no cost he is not going to think seriously about giving up 
drugs. The answer to this may be that the individual cannot have very prom¬ 
ising prospects for cure until some relief of stress and some relative stability 
have been introduced into his life. 

HEROIN MAINTENANCE 

If methadone maintenance is to be generally available, the question 
that inevitably arises is, why not heroin maintenance? In approving meth¬ 
adone maintenance we have approved a policy of legal availability of an 
opiate narcotic for maintenance purposes. Why not, then, heroin main¬ 
tenance as well? 

There are reasons why methadone maintenance is preferred to heroin 
maintenance: the fact that it is longer-acting, produces less euphoria and is 
effective when administered orally. All of these are thought to make it 
more compatible with normal functioning. It has not been proved in con¬ 
trolled tests that persons can function more effectively on oral methadone 
than on intravenous heroin, but this is the assumption of those who favour 
methadone, and it is a reasonable inference from the fact that methadone 
requires less frequent administration and produces less peak psychotropic 
effect. 

Many physicians are strongly opposed to the intravenous administration 
of a drug if it can be avoided because it is regarded as a potentially danger¬ 
ous procedure. Opponents of heroin maintenance point out that after a time 
it can become very difficult to find suitable places in the body for intra¬ 
venous administration. They also stress the difficulty of establishing and 
stabilizing the dose level required to keep the dependent person out of the 
illicit market. Tolerance develops to heroin much more readily than to 
methadone. Finally, there is the difficulty of detecting the illicit use of 
heroin under heroin maintenance. 

There can be little doubt, however, that fewer opiate dependents can 
be reached with methadone maintenance than could be reached with 
heroin maintenance. An American authority has estimated that about twice 
as many would respond to heroin maintenance. 1 

While the movement in Great Britain has been away from heroin 
maintenance towards methadone maintenance (although the extent to which 
methadone is administered intravenously removes much of the significance of 
the change), heroin maintenance is still used to attract into treatment opiate- 
dependent persons who will not accept methadone. (Sec Appendix G.2 
Some Aspects of the "British System".) The reasoning is that once the clinics 
have made effective contact with such persons, they can be more easily 
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persuaded to go onto methadone, or even to attempt abstinence. This was 
the reasoning behind our recommendation in the Treatment Report that 
heroin maintenance be permitted on a controlled, experimental basis, as a 
treatment adjunct to be used in exceptional cases. After expressing certain 
misgivings and degrees of support for this proposal among the members of 
the Commission, we said: “On balance, however, we believe that the avail¬ 
ability of heroin maintenance will increase the capacity of the overall treat¬ 
ment process to win patients from the illicit market and for this reason it is 
a justified experiment.” [P. 22.] 

The Canadian Medical Association and the Federal Government 
expressed themselves as opposed to the proposal, although their rejection was 
not accompanied by any particular attempt to articulate reasons. This deep- 
seated, and almost instinctive, opposition becomes increasingly difficult to 
reconcile with the growing official commitment to the alternative policy of 
legal availability of opiate narcotics in the form of methadone maintenance. 
It may be that one of the unspoken reasons for opposition to the proposal 
of a controlled experiment with heroin maintenance is that it will attract 
American addicts into Canada, in much the same way as Canadian addicts 
were attracted to Great Britain by the “British system” in the 1960s. This 
need not be the case if suitable controls are exercised. With the greatest 
respect for those who rejected our proposal we reaffirm our belief that it 
would be a useful experiment under the controlled condition specified in the 
Treatment Report as follows: 

As in the case of methadone maintenance we believe that heroin 
should be administered only by physicians accredited to specially authorized 
treatment centres, and then only after a panel of three physicians in the 
centre have approved such administration. It should be administered on 
the premises, and the patient should be required to remain on the premises 
until he is judged fit to leave. [P. 21.] 

A similar experiment in heroin maintenance has been advocated by the 
Vera Institute of Justice in New York. The following are selected passages 
from a summary of its proposal entitled “Heroin Research and Treatment 
Program” (1972): 

... the proposed experimental program would test a new treatment approach 
for addicts who have failed on methadone .... 

... It would not involve prolonged heroin maintenance. What is being 
proposed is an experiment where heroin would be used for limited periods 
of time in order to attract, retain and stabilize patients who would sub¬ 
sequently be transferred within one year to treatment such as methadone 
maintenance, abstinence, or a narcotic antagonist (naloxone or cyda- 
zocinc) .... 

... In contrast to the British system, all heroin used in the program would 
be administered within the clinic under dose supervision to prevent its sale 
or diversion . . . .“ 
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One of the research objectives of the program would be “to compare 
the effectiveness of a treatment program that employs heroin (in combination 
with injectible methadone) as a treatment drug with a methadone main¬ 
tenance program”. 3 Up to now there have not been any published studies in 
Great Britain (where there is a natural laboratory for such purposes) of the 
comparative effects of heroin and methadone maintenance on the capacity 
to function in a socially acceptable manner, although there are some studies 
presently in progress. The reason for the lack of such studies in Great 
Britain may well be the heavy reliance on intravenous rather than oral 
methadone. 

At the time of writing this report the Vera Institute of Justice had not 
yet been able to obtain the necessary approvals for its proposed experiment 
from 1 federal and state regulatory agencies. 

For the present, our recommendation is not that heroin maintenance 
be made as generally available as methadone maintenance, but that it be 
something which approved treatment units should be able to resort to as a 
transitional measure to attract from the illicit market opiate dependents who 
will not respond to methadone. 

The controlled experiment with heroin maintenance would be directed 
to its use as a last resort in selected difficult cases when every reasonable 
effort has been made to withdraw the addict from the illicit market by other 
means. 
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Section X 


The Therapeutic Community 


In discussing the role of methadone maintenance, reference has been 
made to the therapeutic community as the approach which stands most 
strongly today for treatment with a drug-free goal. Because of the importance 
which the therapeutic community has assumed in the debate concerning the 
proper approach to treatment, some further observations on this approach 
are appropriate. There have been, and there continue to be, strong differ¬ 
ences of view between those who favour the therapeutic community and those 
who favour other approaches to treatment or management, in particular, 
methadone maintenance. 

We examined the therapeutic community in some detail in our Treat¬ 
ment Report, and while we indicated certain limitations and cited some 
critical appraisal, we came, generally speaking, to favourable conclusions. We 
recommended that the Federal Government encourage the development of 
this form of treatment as “one option available in any national multi-modal 
drug-dependence program", We did not, as some have suggested, take the view 
that the therapeutic community was the preferred form of treatment in all 
cases of drug dependence. In the case of opiate dependence we expressed the 
view that methadone maintenance “provides to date the cheapest and most 
effective weapon we have for dealing with large-scale heroin dependence”. 
In the case of dependence on the intravenous use of amphetamine or 'speed’, 
however, we expressed the opinion that “ Small therapeutic communities, 
restricted to speed users, offer the best hope for successful treatment and 
rehabilitation ”. 

Since our Treatment Report there have been some critical appraisals 
of the therapeutic community that have tended to emphasize the limited 
nature of its role in the treatment of drug dependence. In a report prepared 
for the Bureau of Narcotics and Dangerous Drugs of the U.S. Department 
of Justice, McGlothlin and his associates stated that: 

Even if therapeutic communities were made widely available, admission 
requirements reduced, and no competing treatments existed, it is doubtful 
if more than 10 per cent of the addict population could be maintained in 
this modality. 1 
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The Consumers Union report on Licit and Illicit Drugs was even more 
critical, suggesting that support for the therapeutic community had been 
positively misleading, and had given people false expectations as to the 
possibilities of cure. 2 The Ford Foundation report Dealing with Drug Abuse 
suggested that “it would be surprising if careful evaluation showed that more 
than five per cent of those who come into contact with the [therapeutic 
community] are enabled to lead a reasonably drug-free, socially productive 
life.” 3 As so often in these areas of uncertainty and controversy, there has 
been something of action and reaction. 

Everyone is agreed that a major difficulty in coming to sound conclusions 
about the therapeutic community is that there is very little reliable data on 
which to base evaluation. Generally speaking, therapeutic communities have 
not encouraged such evaluation. They tend, understandably enough, to 
emphasize the total numbers who remain drug-free for a reasonable period 
of time, rather than the comparatively small proportion of the drug-dependent 
population who are attracted to the therapeutic community in the first 
instance and the large proportion of those who drop out of the program or 
“split” after a short time. In a field in which it is so difficult to effect cure, 
any cures are noteworthy and welcome, whatever their number. Critics of the 
therapeutic community are concerned, however, about its relative yield in 
relation to its cost. Because of the low numbers involved, particularly the 
number of those who “graduate”, and the need for residential facilities, the 
therapeutic community is an expensive form of treatment, although it is 
less expensive than incarceration or hospitalization. Its cost does, however, 
invite a much closer look at its efficacy. 

While we recommend continued support for the therapeutic community 
as one alternative in a multi-modal approach to treatment, we do so with 
recognition of its relatively limited role but also in the conviction that it is 
our duty, as a society, to make the most effective means of pursuing the 
difficult goal of abstinence sufficiently accessible to those who wish to pursue 
it. Obviously, it is more difficult and costly to pursue the goal of abstinence 
than it is to apply the policy of opiate maintenance. But we must continue 
to encourage the goal of abstinence and to hold it out as a real possibility, 
and for this it is necessary to maintain sufficient therapeutic community 
facilities. It is not an either-or proposition; we must have both opiate main¬ 
tenance and therapeutic community. (Moreover, as we have said elsewhere, 
the therapeutic community does not exclude some acceptance of methadone 
maintenance.) 

A report on “414”, a residential therapeutic community run by the 
Addiction Research Foundation in Ontario, suggests that experience with 
the therapeutic community as a form of treatment of the adolescent user of 
‘speed’ has been somewhat discouraging. 4 The report indicates that about 85 
per cent of those *who enter drop out or ‘split’ before the completion of the 
program, and that because of the restlessness and desire of adolescent 
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residents to return to the outside world it is very difficult to implement the 
idea of a peer controlled therapeutic community, which is one of the main 
characteristics of the Synanon model. Indeed, there may be some conflict 
between the goal of re-entry into society, recommended in our Treatment 
Report and now more and more widely accepted by therapeutic communi¬ 
ties and funding agencies, and the goal of maintaining some continuity of 
leadership by experienced members of the community. The report on “414” 
also stresses the phenomenon of “burn out” which is discussed in Appendix 
M Innovative Services. There is no doubt that constant contact with young 
persons dependent on ‘speed’ is an exhausting experience, and there must be 
realistic assumptions concerning the need for a regular renewal of staff after 
fairly short periods. The report suggests that the functional life of a staff 
member in such a community is between twelve and eighteen months, and 
that a staff member should not be expected to commit himself for much longer 
than a year. 

The report on “414” contains this sombre conclusion concerning the 
efficacy of the therapeutic community in the treatment of the adolescent 
abusers of amphetamines: 

Based on what we already know, however, we have severe reservations 
about whether therapeutic communities are the answer for effective treat¬ 
ment of this population. We find the financial costs to be high, and the 
human costs in terms of staff “burning out” to be considerable. The high 
rates of splitting especially after very short periods of time in the program 
contribute heavily to costs and make it unlikely that significant benefits arc 
derived by these residents. The greatest positive changes in residents, we 
expect, will be found among graduates who comprise less than 15 per cent 
of persons who enter the program. (And, it is not always clear that many 
of these persons would not have significantly improved had it not been for 
their experience at “414”. Our follow-up study should help clarify this 
point.) [Pp. 20-21.] 

Our comment on these observations is that wc arc not surprised by the 
difficulties that have been encountered. The question is whether wc have 
anything better for the intravenous user of amphetamine or 'speed*. The 
truth is that this form of drug dependence appears to be the most difficult to 
treat or manage, since wc do not have an acceptable form of maintenance for 
amphetamine dependence nor, as yet, a fully satisfactory and operational 
antagonist. If the therapeutic community cannot succeed then wc frankly 
do not know what can. Wc suspect that the best results arc still to be obtained 
by a one-to-one relationship with an inspirational human being, where that 
can be developed. Meanwhile, we believe that we should continue to apply 
the technique of the therapeutic community as effectively as possible, accept¬ 
ing the fact that the results will continue to be fairly disappointing. Once 
again, we must offer the opportunity, for those who arc prepared to take it, 
to escape from amphetamine dependence. 
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There has been a considerable increase in the number of therapeutic 
co mmuni ties in Canada in the last year or so. Appendix H on Treatment 
Capacity in the Provinces contains a list of some 28 therapeutic communities, 
with a total residential capacity of slightly over 600, as of February 1973. 
Many of these have received financial assistance from the Federal Govern¬ 
ment through the Non-Medical Use of Drugs Directorate. At the time of 
our survey many of these communities were operating under capacity. The 
total number of persons in residence was under 400. Thus, it is far from clear 
how much more capacity of this kind, if any, is required in Canada to meet 
the potential for the therapeutic community approach to treatment. As we 
suggest, however, in Section VIII General Observations Concerning Treat¬ 
ment, this operation at apparent under-capacity may be due in many cases, 
not to a lack of need or demand for the therapeutic community form of 
treatment, but to an insufficiency of qualified staff. 

There is now recognition of the necessity of reintegration into the 
general community and a greater emphasis, as there must be, on the need 
for evaluation of results. Such evaluation calls for follow-up on graduates 
in the general community for a period of several months or even years to 
assess their performance in terms of the goals of abstinence from harmful 
drug use and social rehabilitation. The overall goal is sometimes described 
as the development of a “positive life style” reflected in abstinence from 
dependence-producing drug use and criminal activity, stablized accommo¬ 
dation, school attendance or stable employment, and satisfactory personal 
and social relationships. Such evaluation will always involve a large measure 
of subjective judgment, but the obligation to evaluate and to render some 
accounting will encourage the development of a self-critical attitude and the 
disposition to make necessary changes in approach from time to time. It is 
doubtful if there can ever be satisfactory comparative evaluation of the 
results achieved by the therapeutic community and other forms of treatment 
or management. Apart from a difference of goals in many cases, there is the 
difficulty of establishing suitably matched control groups. We simply have 
to accept the fact that the therapeutic community is a form of treatment 
which offers some reasonable hope for the person who seeks to become 
abstinent, and as such deserves its place in a multi-modal treatment 
program. At the same time, we must be mindful of its relative cost in our 
total allocation of financial resources for the treatment or management of 
drug dependence. 
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Section XI 


Social Rehabilitation 


In previous sections of this report and in several of the Appendices we 
have referred to the importance of social rehabilitation or reintegration in the 
treatment and control of drug dependence. Its importance is particularly re¬ 
flected in the experience with parole (see Appendix I Treatment of Opiate 
Dependents in Federal Penitentiaries in Canada and Appendix K Parole of 
Heroin Dependents in Canada ), although it is also important in voluntary pro¬ 
grams of treatment. It will be recalled that one of the reasons for the failure 
of the treatment program in the American hospitals at Lexington and Fort 
Worth was the absence of follow-up in the community. The role played in 
reinforcing drug dependence by the lack of the required ability or opportunity 
to obtain regular employment and to establish normal relations, as well as the 
attraction of the associations and style of life in the drug subculture is em¬ 
phasized in several places in the report. (See, for example, Appendix C.4 
Patterns of Use, “Termination of Use”.) It would be difficult to exaggerate 
the importance of this problem. 

Treatment and rehabilitation are overlapping processes. As treatment 
proceeds rehabilitation should be taking place. But the essence of rehabilita¬ 
tion is reintegration into the community—the restructuring of a life. Whether 
the goal of the treatment be abstinence or some form of management, as with 
maintenance or the use of an antagonist, its essential purpose is to bring the 
drug use under control. If this achievement is to have enduring effect there 
must also be a new basis for life which may strengthen the person’s capacity 
to resist the temptations to engage in certain forms of drug use. 

The drug-dependent person is frequently lacking not only in the self- 
confidence but in the capacity to obtain and hold regular employment and to 
establish and sustain normal personal and social relationships. He or she 
needs a lot of encouragement and assistance in these efforts. Every one of 
them can appear as an enormous and insurmountable challenge. 

Helping a person in these circumstances requires a great deal of time, 
patience and energy. Frequently what the person needs most is someone to 
talk to who can be available for moral support at the right time. There is 
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also a need of practical assistance in finding suitable employment and accom¬ 
modation and new relationships and interests in life. 

We have stressed the need for more probation and parole officers to 
assist with this work. There is also a need in established treatment facilities 
for more trained personnel to assist with social rehabilitation. It has been 
suggested that the effectiveness of treatment programs in stimulating the moti¬ 
vation of patients depends in a considerable measure on the extent to which 
they are themselves able to provide assistance with these practical problems. 1 
Finally, there is a large field of action here for volunteer men and women 
who can provide companionship, moral support and practical help for 
persons seeking to break from the old associations which are so closely iden¬ 
tified with the drug dependence itself. 

The number of cases to which any worker can do justice is very lim¬ 
ited—perhaps as few as half a dozen. This gives some idea of the numbers 
required for the work of social rehabilitation. The numbers required cannot 
possibly be recruited and maintained on a regular professional basis. They 
must be supplemented by a large pool of voluntary effort, with some assis¬ 
tance in the way of minimal training from established agencies. 

Persons involved in the work of social rehabilitation, whether profes¬ 
sionals or laymen, require a good understanding of what they face, of the 
nature of drug dependence and the difficulties the drug-dependent person 
encounters in the process of rehabilitation. It is the kind of knowledge that 
will keep them from becoming too easily discouraged. They must be persons 
of optimism and faith and great patience. While being sympathetic and good 
listeners, they must be fundamentally “doers”—persons who are good at 
getting out and about and getting practical things done. Too much time can 
be spent examining the past in a manner that still further undermines the 
drug-dependent person’s sense of personal adequacy. What is required is to 
increase the person’s sense of self-confidence by success in some practical 
undertakings and by increased involvement with other people in a socially 
acceptable pattern of life. The goal of rehabilitation is an enhanced sense of 
personal dignity and worth and satisfactions in life which fill the need for 
which the drug and the former associations were sought. 

NOTE 

1. Edward C. Scnay and Matthew Wright (Illinois Drug Abuso Program, 
Museum of Science & Industry, Chicago), “The Human Needs Approach to 
Treatment of Drug Dependence,” Paper presented at the 30th International 
Congress on Alcoholism and Drug Dependence, Amsterdam, September 1972. 
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Section XH 


Research and Information 


INTRODUCTION 

The primary role of science in the area of the non-medical use of drugs 
is to provide information to better enable individuals and society to make 
informed and discriminating decisions regarding the availabilty and use of 
particular drugs, and the appropriate responses to such use. As we suggested 
in the Interim Report, scientific research may, in principle, provide useful 
information and guidance in certain areas, but the scientific method itself is 
not a policy-making process. Rather it is a practical system designed to 
explore and test, in abstract fashion, certain kinds of notions or hypotheses. 
While the aim of scientific research is to maximize objectivity, the interpreta¬ 
tion and application of scientific data, as well as the original delineation of 
the problem or area to be studied, is usually a subjective venture, regardless 
of the controls maintained in the formal analysis. The practical use of tech¬ 
nical data in the personal and social sphere often involves aesthetic, economic, 
legal, philosophical and moral issues which are not easily amenable to 
scientific study as we know it today. 

In principle, even if there were complete agreement regarding the 
“scientific facts” of non-medical drug use, the formulation of the appropriate 
social response at various levels of government would necessarily be based 
on subjective value judgments regarding the ultimate meaning and implica¬ 
tions of the available technical information. It is important to realize the 
central role of personal concepts of morality and reality in this procedure, 
and to make explicit the value judgments underlying the interpretation and 
use of scientific data. At the same time, we must make every effort to assure 
that this essential subjective evaluation process has the benefit of the most 
complete and objective scientific and technical information possible. 

In the Interim Report, we observed that there was general agreement 
that society lacked sufficient reliable information to make sound social policy 
decisions and wise personal chpices in relation to many aspects of non-medical 
drug use. Not only citizens, but administrative officials, legislators, physicians, 
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scientists and other experts felt that they had an inadequate basis for judg¬ 
ment on this subject. This lack of adequate information at the decision¬ 
making level was considered to be the result of problems or gaps in various 
stages of research, evaluation of existing technical data and information 
communication. The overall situation has improved substantially since the 
Interim Report, but much remains to be done to improve this aspect of 
society’s non-coercive response to non-medical drug use. 

In recent years considerable attention has been focussed on the role of 
government in science and on the difficulties in efficiently acquiring, proces¬ 
sing, and disseminating scientific information. In the past decade Canada 
has made considerable progress in developing more coordinated general 
national and international science policies. A number of major reports on 
various aspects of Canadian scientific research activities and policies have 
been published by government and non-government groups, including the 
Science Council, 1 the Senate Special Committee on Science Policy, 2 the 
Association of Universities and Colleges of Canada (AUCC), 3 and the 
Organization for Economic Cooperation and Development (OECD). 4 In 
1971 the Ministry of State for Science and Technology (MOSST) was 
established and given general responsibility for the formulation and imple¬ 
mentation of federal science policy in Canada. 5 

The Science Council has also published several detailed studies of 
Canadian scientific and technical information (STI) facilities and needs, and 
has made specific proposals for the development of federal STI policy.® 
The Task Force on Government Information made two relevant reports 
in 1969, 7 and the OECD published a major review of Canadian technical 
information capabilities and policies in 1971.® Since then both the Senate 
Special Committee reports and the AUCC reports cited above have dealt 
further with these issues. As well, the annual reports of the president of 
the National Research Council contain significant STI discussion.® Several 
background papers on documentation and information in the area of non¬ 
medical drug use were prepared for the Commission, 10 and the basic issues 
have been discussed in our previous reports. We will not attempt to duplicate 
here the detailed presentations in the various reports noted above, but will 
focus on certain drug-related concerns within the framework of the developing 
federal general science and information policy. 

In most respects, the research and technical information needs in the 
area of non-medical drug use are similar to those in many other scientific 
fields. It would be inefficient and unrealistic to attempt to create a national 
drug research or technical information system which was not an integral 
component of the broader Canadian research and STI networks and programs 
currently evolving. However, the multi-disciplinary nature of the study of 
non-medical drug use, certain legal and ethical considerations regarding the 
substances used, and constitutional issues involving education and health care 
pose some problems in this area which require special consideration. 
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Tn the discussion which follows, the topics of Research, Illicit ‘Street 
Drug* Analysis Facilities, and Scientific and Technical Information are dealt 
with in primarily separate, but overlapping presentations. 


RESEARCH 

Until very recently there had been no coordinated general federal effort 
in non-medical drug use research. Prior to the appointment of the Commis¬ 
sion, various related research efforts in universities and other institutions had 
been supported directly or indirectly by the Federal Government through 
regular granting channels such as the Medical Research Council (MRC) and, 
less commonly, the National Research Council (NRC), the Canada Council 
(CC), National Health and Welfare grants, and National Mental Health 
grants. In addition, certain relevant research projects had been conducted 
from time to time in government chemistry laboratories and other federal 
facilities and agencies. The Federal Government has had little direct involve¬ 
ment in alcohol studies. Although it was possible for government to permit 
experimental pharmacological research with cannabis and certain other 
illicit drugs under the federal Narcotic Control Act and Food and Drugs Act, 
within the framework of the United Nations Single Convention on Narcotic 
Drugs, 1961, no such studies were authorized in Canada until 1970. In 
several instances during the previous decade certain government officials 
actively discouraged interested scientists from working in this area. Practical 
roadblocks to such research had existed at both the federal and provincial 
levels. 

In 1946, the former Department of Pensions and National Health 
published a small booklet entitled Smoking. However, it was another decade 
before tobacco began to be recognized as a high priority national health 
problem. In 1963, the first Canadian Conference on Smoking and Health was 
held, bringing together representatives of federal and provincial governments, 
volunteer agencies, professional associations, and the tobacco industry. It was 
recommended by the conference that the Department of National Health and 
Welfare assume a coordinating and supporting role in a national program of 
smoking research and health education. Practical implementation of the 
federal Smoking and Health Program began in 1964. The Program became 
involved in studies of extent and patterns of tobacco use, related morbidity 
and mortality data, chemical components of tobacco smoke, and experimental 
education programs and smoking withdrawal clinics. The Program did not 
give research grants, but occasionally issued contracts for scientific work in 
certain areas. The Smoking and Health Program now operates vyithin the 
Non-Medical Use of Drugs Directorate. Recently a Cancer Research Co¬ 
ordinating Committee was established which involves the active participation 
of the Medical Research Council, the Department of Health and Welfare, the 
National Cancer-Institute and the Ontario Cancer Treatment and Research 
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Foundation—the four major Canadian sources of funds for cancer-related 
research. These agencies have provided considerable support for tobacco 
studies and certain other drug-related investigations. 

For a number of years, the Addiction Research Foundation (ARF) of 
Ontario has been the major Canadian center of scientific activities in the area 
of non-medical drug use. Although this provincial agency was originally 
devoted almost exclusively to alcoholism treatment, education and related 
research, in the past decade the Foundation has become increasingly involved 
in a wide range of activities pertaining to non-medical drug use in general. 
In addition to a significant intramural research program, some of which is 
conducted jointly with the University of Toronto, the Foundation administers 
a small grant program which provides financial support for research projects 
in universities and other institutions. Other provinces also support agencies 
with somewhat similar but generally more limited mandates for various 
information, education, treatment and research activities. Perhaps most 
notable are the Narcotic Addiction Foundation (NAF) of British Columbia, 
and the Office de la prevention de l’alcoolisme et des autres toxicomanies 
(OPTAT) in Quebec. 

While private industry is primarily interested in the medical use of drugs, 
much research which is relevant to non-medical drug use is conducted by 
pharmaceutical companies. For example, they often collect considerable data 
on toxicology and drug adverse reactions. Although the Commission has 
obtained a significant amount of research information from certain drug com¬ 
panies, much of their data is not readily available to the scientific community 
in general. 


Perspectives and Recommendations of Previous Commission Reports 

As noted earlier, in the Interim Report we indicated that there was a 
great lack of adequate research in many important areas concerning the 
non-medical use of drugs. ♦ Until very recently there had been limited 
scientific investigation of certain illicit drugs, such as cannabis, because of a 
variety of factors, including the lack of general medical use or previous 
widespread non-medical use in the Western world, the illegal nature of the 
drugs involved, and the reluctance of governments to authorize or encourage 
such research. Many scientists had communicated to the Commission feelings 
of dissatisfaction and frustration with government research policy in this 
field. We felt that in some areas, public policy, including research policy, 
had been influenced more by law enforcement considerations than by scien¬ 
tific concerns. 

We recommended that the Federal Government actively encourage, 
solicit and finance research into the effects, the extent, the causes, and the 
prevention and treatment of dangerous aspects of non-medical drug use, 

• Interim Report , pp. 224-234. 
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and that government should ensure an environment of flexibility and freedom 
for. such work. We recommended that the Federal Government make 
standard samples of drugs, such as cannabis, available to bona fide research¬ 
ers for scientific purposes. While cooperation with other countries was 
advised, we recommended that Canada take the initiative to develop an 
independent research program, including Canadian production of cannabis 
supplies for experimental research. At the time of the Interim Report a major 
emphasis was on problems of cannabis research, although the bulk of our 
discussion was addressed to non-medical drug use research in general. 

We recommended the establishment of a national scientific agency to 
stimulate and coordinate research, and to collect, evaluate, and disseminate 
the resulting data. We felt that this responsibility could best be carried out 
by an independent agency, free from political interference, with no connec¬ 
tions with responsibility for law enforcement. We contemplated that such 
an agency might best be independent of government, but should result from 
careful federal-provincial consultation. While not ruling out a significant 
contribution by government research personnel, we stressed the importance 
of involving independent scientists in universities and other institutions in 
the overall research effort. We emphasized that government policy and 
action in this area should be explicit, and the basis for government decisions 
made public. In the Treatment Report and the Cannabis Report we dealt with 
certain general scientific issues and made a number of specific suggestions 
as to directions and priorities for future research, but did not provide 
significant further commentary on the Federal Government’s regulatory and 
financial activities and responsibilities in this area. 


The Non-Medical Use of Drugs Directorate and Related Federal 
Programs: An Overview 

In January 1971 the Department of National Health and Welfare 
inaugurated a non-medical use of drugs program as a separate division of 
the Health Protection Branch (HPB). The program was designed to co¬ 
ordinate the federal effort in research, information, treatment and prevention 
of problems associated with non-medical drug use. Since its initiation the 
program has undergone numerous changes in organizational structure and 
senior administrative personnel. In the fall of 1971, it was temporarily 
reorganized as a separate directorate of the Department of Health and 
Welfare, but in 1972 it was altered again, and the director of the Non- 
Medical Use of Drugs Directorate (NMUD) now reports to the Assistant 
Deputy Minister in charge of the Health Protection Branch. A committee of 
experts was appointed from various disciplines, representing government 
and non-government sectors, to act principally as an advisory group to 
NMUD with respect to goals, priorities and policy, and to review research 
grant applications. The Directorate’s internal structure is currently undcr- 
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going reorganization. New evolving bureaux are functioning at differing levels 
of activity and completeness. Most of their programs are still in the early 
stages of development. 

The NMUD research program was initiated as a combined effort of the 
Health Branch and the Welfare Branch of the Department of National Health 
and Welfare, with the Medical Research Council. The program presently ad¬ 
ministers its own research budget and is no longer dependent on external 
support from National Health and Welfare grants; contributions to research 
funds from these sources were transferred directly to the program in 1972- 
73. The research program, which is basically extra-mural, has remained a 
joint endeavour with the Medical Research Council. The granting procedure 
is based primarily on the MRC model and general mode of operations. As 
noted above, applications are reviewed and decisions are made by expert 
committees assisted by outside consultants, many of whom are peers of the 
applicants in the scientific community. In addition to providing financial 
support through grants and contracts, the Directorate arranges federal au¬ 
thorization when needed and standard drug samples for animal, human 
and chemical research. Supplies of certain restricted drugs have been made 
available from the U.S. National Institute of Mental Health. 

The Directorate has initiated a program to provide information and 
educational materials to the public and various special groups. As well, a 
scientific and technical information service for NMUD personnel and other re¬ 
searchers is being developed. Support for innovative service projects has 
accounted for a major part of the non-operating expenditures of the director¬ 
ate. The activities of the Federal Government in this area are discussed in 
detail in Appendix M Innovative Services. The Smoking and Health Program, 
formerly under the Health Services Branch, was taken into NMUD in 1972 
relatively unchanged, but with an increased budget 

In the first full fiscal year of its existence (1971-72) the non-medical 
drug use program operated on a budget of approximately $4 million, most 
of which was accounted for by operating expenses. The estimated total 
expenditures (including services, contributions and grant funds channelled 
from other sources) for 1972-73 and 1973-74 were approximately $8.5 and 
$8.8 million, respectively. Table 1 provides a more detailed breakdown of 
these estimates. 

For the last three years NMUD has provided summer research scholar¬ 
ships for graduate and undergraduate students working with established 
scientists. In the past, there were some problems coordinating the allocation 
of these student scholarships with general research funds and drug supplies 
for laboratory studies, but the program has improved considerably and 
appears to be making a valuable contribution to research and training in this 
area. For summer 1973, $315,000 were allocated for 180 such scholarships. 

There are other sections of the Health Protection Branch (HPB) which 
also deal with various aspects of non-medical drug use. The Drugs Unit of 
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HPB has three bureaux: the Drug Advisory Bureau, the Bureau of Danger¬ 
ous Drugs, and the Drug Research Laboratories. The Drug Advisory Bureau 
administers the Poison Control and Drug Adverse Reaction Programs, main¬ 
tains supplies of drugs for distribution for research or analytic purposes, and 
is responsible for maintaining standards of quality control in the pharma¬ 
ceutical area. The role of the Drug Advisory Bureau in controlling the 
medical use of methadone is discussed in detail in Appendix G.l Methadone 
Control Program of the Government of Canada. The Bureau of Dangerous 
Drugs (BDD) monitors drug importation, manufacture, distribution and, 
in some instances, prescriptions and medical use. BDD is also involved 
in other aspects of the enforcement of federal drug laws, and keeps national 
records of certain illicit drug users and offenders. The regional labo¬ 
ratories of the HPB Field Operations Directorate, along with the Drug 
Research Laboratories in Ottawa, provide most of the federal forensic drug 
identification, and are also involved in certain intra-mural research projects. 

TABLE 1 

Non-Medical Use of Drugs Directorate 
Estimated Expenditures* 


1972-73 1973-74 

in thousands of dollars 


Operating 

(a) General drug program 

(b) Tobacco program. 

(c) Other. 


TOTAL. 

Grants and Contributions 

(a) Information & education. 

(b) Innovative services... 

(c) Sociological & biomedical research. 

. 3,503 

. 3,750 

. 1,100 

2,984 

100 

3,950 

1,520 

TOTAL. 

. 4,850 

5,570 


. 15 

15 




TOTAL DIRECTORATE ESTIMATES. 

. 8,368 

8,569 

Services by Other Departments . 

. 174 

262 

TOTAL COST OF PROGRAM. 

. 8,542 

8,831 

•Canada. Estimates for the fiscal year ending March 31,1974. Ottawa: Information Canada, 


1972. 


Various other departments and agencies of the Federal Government, 
such as the Departments of the Solicitor General, Manpower and Immigra¬ 
tion, and Secretary of State, and the National Research Council Laboratories 


3,018 2,527 

386 400 

99 57 
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have been involved from time to time in research projects relevant to the 
non-medical use of drugs. Most such studies are of a statistics-gathering 
nature or involve evaluation or monitoring of some of the agency's activities. 
Data from many of these projects are discussed in the appendices to this, 
report. In 1970-72 the Department of Agriculture and the Department of 
National Health and Welfare conducted a joint botanical research program 
in Ottawa which, in addition to exploring certain genetic aspects of cannabis, 
provided a standard Canadian supply of marijuana for research purposes. 

General Observations and Recommendations 

In the first year of the NMUD research grant program numerous scien¬ 
tists communicated to the Commission that they were frustrated with various 
aspects of the Directorate’s services. The problems generally centered around 
unexpected and unexplained delays in decision-making, subsequent feedback, 
and the delivery of grant funds and experimental drug supplies after com¬ 
mittee approval. The major administrative difficulties underlying these prob¬ 
lems have apparently been resolved, but recent communication with Cana¬ 
dian scientists indicates that some dissatisfaction still exists, even though there 
has been substantial improvement in these services. Further effort will be 
needed to make the decision-making process more efficient and to improve the 
quality of the feedback provided to both successful and unsuccessful appli¬ 
cants. We feci that special effort should be made to communicate detailed 
critical and constructive comments to unsuccessful applicants to guide them 
in preparation of future proposals. New researchers in the area must be en¬ 
couraged and assisted in learning the essentials of “grantsmanship” within 
the context of this program. Additional effort should be made to operationalize, 
quantify and communicate the specific criteria and decision-making processes* 
employed in distributing research funds. 

In principle, the NMUD research committee must deal with applications 
requesting one or more of the following: (1) authorization to possess narcotic 
or restricted drugs for research or analytic purposes; (2) standard supplies of 
such materials or a licence to obtain them independently; (3) financial sup¬ 
port for specific research projects. There has been some controversy regarding 
the appropriate criteria to be employed in the various situations which arise, 
and the legal obligations and limits of jurisdiction of the Federal Government 
in this regard. Researchers or analysts must obtain federal authorization for 
work with narcotic or restricted drugs, and such scientists typically also 
request supplies of the drugs and often financial support as well, but this is 
not necessarily the case. For example, a researcher may work under non- 
fcdcral or independent support and might have other legitimate sources of 
the drugs in question. 

Because of competition among scientists for obviously limited funds, 
highly selective procedures must be employed in allocating financial support, 
with the primary criteria essentially being: (1) the relevance of the topic 
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with regard to research priorities; and (2) the scientific excellence of the 
specific proposal and researchers involved. Assuming that ethical require¬ 
ments have been met, these dimensions are assessed by the research com¬ 
mittee and its external referees—principally the applicant’s peers in the 
scientific community. 

Similarly, if a researcher has requested drugs which are in limited 
supply, a highly selective process would be indicated, as with grant applica¬ 
tions. However, if financial support is not involved, and only authorization 
is requested, or authorization and drugs in common supply, then a much 
simpler procedure is generally appropriate. In such situations, the obligations 
and powers of government, within the framework of the Narcotic Control Act 
and the Food and Drugs Act and related regulations, are rightly limited to 
establishing: (1) that the request involves a bona fide scientific effort; (2) 
that appropriate drug records are kept and precautions are taken to prevent 
diversion to illicit use; and (3) that the drugs are employed in a safe and 
ethical manner. With the present protocol, the responsibility for ensuring that 
the ethical requirements are met has been delegated to independent ethics 
committees—typically within the university or other institution involved. 
Approval from such a group is required before an application is considered 
by the NMUD research committee. Conditions of drug records and storage 
are subject to assessment by Health Protection Branch officials. Establishing 
that the drugs are to be used scientifically would rightly seem to be the duty 
of the research committee of peers appointed by the Federal Government, 
as is now the case. 

The Commission feels that the Government need not declare itself on 
the merit of a particular research project if only a supply of drugs and/or 
research authorization is requested. Such applications should be routinely ap¬ 
proved unless there is serious doubt about the credentials and qualifications 
of the scientist involved. Wc appreciate that there may be reasonable concern 
as to the likely value of certain research efiorts, and that the temptation is 
strong to try to dictate quality at the bureaucratic level. But wc feel that, in 
the long run, a substantial degree of flexibility and freedom for the individual 
researcher, within reasonable ethical and financial limits, is essential for the 
proper atmosphere for scientific advancement. In any event, the long-term 
output or quality of a researcher’s work is generally under considerable assess¬ 
ment and control through various other processes within the institution or 
local community in which he works and need not be the direct responsibility 
of the Federal Government. 

At the present time, authorization to conduct research with narcotic 
or restricted drugs is in some respects tied too closely to specific projects. 
Given the necessary and continual evolution of research strategy’ and tech¬ 
niques, the government should ensure that the regulations do not place undue 
restriction on the flexibility necessary for the timely and effective pursuit 
of scientific goals'. Wc feel that some form of general licensing of qualified 
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scientists, rather than specific project authorization, may be more appropriate 
and efficient in the long run. 

Determining scientific research priorities, keeping them flexible and 
timely, and communicating them effectively to the appropriate researchers 
is a very difficult task. Priority lists, especially in the area of non-medical 
drug use, rapidly become out-of-date unless subject to continual review 
and re-evaluation. If priorities are presented too dogmatically there is a 
very real danger of precipitating a ‘bandwagon* effect at the top of the list, 
which may drastically reduce efforts which might in the long run have 
fruitfully gone into other important topics. It is necessary that the Federal 
Government determine and communicate the general and specific areas of 
research which it feels are most in need of attention and are most likely 
to receive financial support—both immediate and long-term. It is also 
essential that there is reasonable flexibility in the granting system, and that 
procedures are developed which can provide rapid bureaucratic decisions 
and funds for work involving important emerging ideas, new approaches, 
crisis situations, and transient and unique opportunites for scientific inquiry 
which might otherwise not be effectively supported. It is important to ap¬ 
preciate differences in priorities at the national, provincial and local levels. 
While the major problems of non-medical drug use are clearly of national 
concern, local conditions or crisis situations may vary considerably among 
geographic areas. The Federal Government should increase Its capacity to 
share the costs of provincially directed, problem-oriented research. 

In the first two years of its research program NMUD predominantly 
supported cannabis studies in the biochemical, physiological and psycho- 
pharmacological areas. Relatively little work has been initiated or supported 
in the social-behavioural fields. NMUD has changed its early emphasis on 
biomedical cannabis research and is expanding the breadth of the co¬ 
ordinated program. 

NMUD should continue to stress grants to scientists In universities 
and other institutions which arc relatively Independent of government. How¬ 
ever, it should include specific contract projects and also research by go¬ 
vernment scientists in special situations which could not be efficiently handled 
through the grant program. In certain circumstances, the Directorate should 
provide or contribute to salaries on a contract or grant basis for rcscachcrs 
not working under traditional institutional auspices. (Note that the MRC 
grant program presently docs not cover principal researcher salaries.) In 
most instances (e.g., universities and drug research foundations) senior 
researcher salaries come primarily from provincial sources. 

Many aspects of non-medical drug use research arc relatively new to the 
Canadian scientific community. Although the nation’s research capabiliUcs 
in this general field arc expanding, significant areas exist where there arc 
serious deficiencies in available scientific personnel—either because of an 
absence of researcher interest or a lack of appropriately trained or cx- 
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perienced investigators. This situation, of course, has significant bearing 
on the success and growth of the NMUD national research program. Con¬ 
sidering the present stage of development of the NMUD program, the 
Directorate’s overall budget for 1973-74 (see Table 1 on page 187) may 
be adequate. However, as the capabilities and interests o! the Canadian 
scientific community expand in this area, and as the NMUD program 
becomes more complete in its coverage of drugs and research topics, a 
si gnifican t increase in funds will be necessary. 

Compared to other research disciplines, the social sciences have tra¬ 
ditionally been weak in Canada. Until recently there were few, if any, ade¬ 
quate facilities for advanced training in sociology and anthopology in this 
country. As a result, most Canadian social behaviour researchers have taken 
the bulk of their graduate studies in other countries—primarily in the 
United States or England. Similar situations exist in other specialized areas 
relevant to the study of the non-medical use of drugs, such as psycho- 
pharmacology. The Federal Government should work with the provinces 
to generally strengthen relevant social science programs in Canada, and 
should Initiate through NMUD a limited program of prc-doctoral and post¬ 
doctoral fellowships in various scientific disciplines specifically for advanced 
training in research in the area of the non-medical use of drugs. 

There is a general need for a coherent macroscopic approach to research 
in the field of non-medical drug use. There are significant questions requiring 
intensive investigation in relatively restricted and well-defined areas, but 
cooperative multi-disciplinary studies involving input from experts in various 
fields will be necessary for effective advancement of scientific knowledge 
of many important general topics. The Federal Government should encourage 
multi-disciplinary research efforts, and generally act as a catalyst to arrange 
or facilitate communication and cooperative studies among scientists work¬ 
ing In related areas. While some degree of geographic centralization is prefer¬ 
able for such team efforts, it is not always essential if adequate communica¬ 
tion channels exist. The Federal Government should work with the provincial 
governments to strengthen existing multi-disciplinary research groups or to 
develop new ones within appropriate universities, provincial drug treatment 
and research foundations, hospitals, and correctional or other institutions. 
Such efforts should include necessary financial support. A loosely coordinated, 
decentralized network of research groups across the country would seem 
preferable to a single national research institute located in one city such as 
Ottawa or Toronto, for example. 

International conventions and controls regarding psychotropic drugs arc 
discussed in Sections VI and VII of this report. Unlike the Single Convention 
on Narcotic Drugs , 196l t which did not attempt to regulate conditions for 
scientific study, the Convention on Psychotropic Substances , 1971, presents 
special provisions for controlling research with certain drugs. Article 7 of the 
Convention requires strict controls on the manufacture, distribution, posses¬ 
sion and record keeping of hallucinogens (including THC) for research pur¬ 
poses. Furthermore, parties to the Convention arc required to “prohibit all 


191 



Part Four Non-Coercive Influences 


use” of such substances “except for scientific and veiy limited medical pur¬ 
poses by duly authorized persons, in medical or scientific establishments 
which are directly under the control of their governments or specifically 
approved by them.” No attempt is made in the Convention to define the 
word establishment”, or to specify the nature of the governmental “approval” 
to be required for non-government research bodies. We feel that this clause 
should not be interpreted so as to exclude research by bona fide scientists 
working alone or in private or independent laboratories. If such interpretation 
is considered to be unavoidable Canada should not become a party to the 
Convention without suitable amendment or reservation on this point. In our 
opinion the present Canadian provisions and protocol for authorization of 
research with narcotic or restricted drugs, as described above, satisfy the 
specific approval requirement of the Convention. The Convention provides 
for special licensing of researchers and approved establishments, and does not 
necessarily require separate specific approval for individual studies or projects 
y authorized scientists. The present Canadian system of control and regula¬ 
tion of drug storage and record-keeping by researchers is consistent with the 
onvenUon, and seems adequate to prevent diversion to an illicit market. 
With the above reservation, we feel that Canada can provide an adequate 
atmosphere for scientific inquiry within the framework of the Convention. 

Many general and specific suggestions for research are made in the 
context of the discussions and reviews presented in other sections and, in 
particular, in the appendices to this report. In addition, our previous reports 
contain research recommendations. A separate section in the Cannabis 
Report was devoted to important topics and priorities for scientific study; 
that discussion is still appropriate in spite of significant recent advances in 
certain areas. The general issues dealt with there have relevance to research 
involving other drugs as well, and should be considered in that broader 
context. 


ILLICIT ‘STREET DRUG’ ANALYSIS FACILITIES 

Systematic analysis of ‘street drugs’ for non-forensic purposes was first 
Canac ? a at thc Addiction Research Foundation (ARF) in 
1969. Technical assistance and reference samples were provided to the 
Foundation by thc Federal Food and Drug Directorate (now Health 
Protection Branch [HPB]). From time to time various other laboratories 
across thc country were involved in ‘street drug’ analysis on a more limited 
and less systematic basis. The legal position of thc analysts and of persons 
presentmg the illicit drug samples for analysis was ambiguous, but a number 
of laboratories operated on thc premise that such work was justified under 
provincial health statutes. As a result of local pressure from law enforcement 
officials, in early 1970 the ARF collection and analysis of illicit ‘street drug’ 
samples was temporarily suspended, pending legal clarification. Some critics 
felt that thc services provided by thc Foundation in this project facilitated 
the refinement of certain illicit drug manufacturing and trafficking activities_ 
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in other words, they were concerned that such analyses and subsequent 
feedback would provide a source of quality assessment for the illicit market. 
The foundation, on the other hand, contended that the laboratory project 
had not become a service to the ‘black market’, but was a significant aid to 
medical treatment, a valuable source of epidemiological data for research 
and educational purposes, and a potentially important independent source of 
information input to the criminal-justice system. 

In our Interim Report discussion of ‘street drug’ analysis, we observed: 

It is feared by some that such facilities and information may encourage 
the use of drugs by advertising their availability and reducing dangers. It has 
been further suggested that distributors will take advantage of these facili¬ 
ties to have their products tested and, as it were, approved. Whatever force 
there may be in these arguments, they are outweighed, it would seem, by the 
necessity of a thorough and effective commitment to know as much as 
possible about what is happening in non-medical drug use and to make such 
knowledge available for the benefit of those who may be prudent enough to 
be guided by it. We have more to fear from willful ignorance than we do 
from knowledge in this field.... Sample analysis and wide dissemination of 
the results can only serve in the long run to deglamourize drugs and drug 
taking. [P. 228.] 

In the Interim Report , the Commission pointed out that the existing 
facilities could not meet national requirements for the analysis of illicit 
market drugs in non-medical use. The FDD and RCMP laboratory facilities 
were not considered timely or appropriate sources of information for persons 
involved in medical treatment and research. The ARF laboratory project 
had been suspended; at any rate it had been a significant service primarily 
to those in Southern Ontario only. At the time we recommended: 

...that the Federal Government actively investigate the establishment of 
regional drug analytic laboratories at strategic points across the country.... 
Such laboratories should not be connected with government or law enforce¬ 
ment, and should be free from day to day interference by public authorities. 

[P. 228.] 

In November 1970, amendments to the Food and Drugs Act and the 
Narcotic Control Act were passed which clarified the legal position of those 
involved in such laboratory' operations, and provided a protocol for federal 
approval and authorization. Under these regulations, physicians were permitted 
to receive samples of narcotic, controlled, and restricted drugs from individ¬ 
uals under their professional care, and to transmit such samples to a 
scientist authorized to conduct the analysis. Feedback from the. analyst 
regarding the contents of illicit samples was restricted to the physician. In 
1971 and 1972, certain aspects of the regulations were further altered, and, 
currently, physicians can receive drug samples for analysis from persons other 
than their patients. Applications for authorization to conduct analyses were 
considered from university, hospital, government, and private laboratories. 
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However, until recently, the Federal Government did not provide direct 
financial support for analytic projects outside of the Department of National 
Health and Welfare, since it was felt that such activities fell within the area of 
die delivery of health services and, consequently, would be more appropriately 
developed through provincial auspices and support. In the summer of 1971, 
me Food and Drug Directorate conducted workshops on illicit drug analysis 
esigned to provide chemists from across the country with up-to-date informa¬ 
tion on standard techniques for the quantitative and qualitative analysis of 
drugs likely to be encountered on the street. A technical manual entitled 
Some analytical methods for drugs subject to abuse” was produced and dis¬ 
tributed. Since 1972 the Federal Government has provided financial support 

f th T ^ fe ^ research -° rient ed, non-government ‘street drug’ projects through 
the NMUD analytical services program. 6 

In 1971-72, the Commission surveyed all authorized laboratories 
requesting information on the alleged and identified contents of samples* 
received, general analytic methods employed, sources of funding, and rela- 
tions with local law enforcement, medical and Federal Government 
authorities. Today the bulk of the non-forensic analysis of illicit drugs in 
Canada takes place at the Addiction Research Foundation in Toronto 
although many other laboratories across the country are involved from time 
to time in such work. 

By early 1973, over 100 individuals in more than 50 different laborato¬ 
ries had received authorization to conduct analyses of illicit drugs. However 
relatively few are seriously involved in ‘street drug’ work, and less than half 
a dozen have a program of notable magnitude. Although they are fully 
authorized, technically qualified, and generally adequately equipped, most 
of the laboratories are not actively involved in ‘street drug* analysis for a 
vanety of reasons. Lack of adequate financial support has been a considerable 
s mbhng block and, as a result, some labs either charge for the service (as 
much as $40.00 per sample) or have abandoned illicit drug work altogether. 
Those laboratories with somewhat successful programs have generally had 
to incorporate their costs into existing hospital, research or university budgets. 
Li many locations, the anticipated street drug workload has not materialized, 
either because of an absence of local interest or need, or because of a lack 
of information and knowledge of such facilities by treatment personnel, illicit 
drug users and the general public. 

.... order obtain morc complete information on the composition of 

1 f#H d u £S , ! Il Stre f l ICVeI ’ the FedcraI Government expanded the facilities 
of the Health Protection Branch laboratory in Ottawa and the five regional 
laboratories. In 1971, the HPB initiated a special police drug seizure analysis 
program wnccraedI with exploring the strength and purity of illicit drugs, 
n addition, the HPB has continued on a relatively small scale to analyse 
street drugs for physicians “on an emergency basis”. 

’ ^/Ld he ta , T“L of A . t 8 h T„ d ,, ir.r„ d „;^^ tfsSSL* T *' 


194 






XII Research and Information 


Overview of Issues and Recommendations 

As discussed in detail elsewhere,* in order for controlled laboratory 
research to have practical social relevance it is necessary to maintain accurate 
information regarding the identity, purity and potency of the drugs being 
consumed from illicit sources. Furthermore, such knowledge is necessary 
for adequate public health protection and treatment, and is essential to 
meaningful administrative control and regulation. The potential importance 
of drug analytic services to physicians in aiding them in the diagnosis and 
treatment of drug-related problems has been widely discussed. 

There is still some disagreement as to the most practical system for 
obtaining the necessary information about illicit drugs. As suggested in the 
Cannabis Report,t it is our belief that up-to-date systematic selection and 
analysis of police seizure samples, supplemented by information from a few 
medically oriented and other ‘street drug' analysis programs in the primary 
urban centres, could provide an adequate basis for monitoring the general 
picture as to the drugs available on the illicit market The special HPB 
study of police exhibits represents a significant step in this direction, but 
more systematic sampling is necessary.:}: 

The effective use of ‘street drug’ analysis in the diagnosis and treatment 
of acute and chronic drug effects poses somewhat different problems. It is 
frequently said that rapid ‘street drug’ analysis would be of considerable 
value to the treatment of adverse reactions. However, our studies suggest 
that immediate drug identification would typically not be as significant a 
contribution to the management of psychological adverse reactions as is often 
contended, since drug-specific treatment is generally not available in any 
event. The handling of such cases is usually based on the interpretation of 
behavioural symptoms, and most commonly involves ‘talking down’ and, 
often, the administration of minor tranquilizers, regardless of the original 
drugs involved. § In cases of severe physical poisoning, rapid identification of 
the chemicals taken would be invaluable, but traditional drug analysis methods 
are usually unable to provide the necessary information quickly enough to 
be of effective use, even in the uncommon event that adequate samples of the 
drugs taken arc immediately available. Currently, emergency poisoning or 
overdose treatment is primarily based on observable symptoms and verbal 

* Appendix A.l Introduction, individual drag discussions, and notes b and c to that appendix; 

Cannabis Report, pp. 25-32; and Interim Report, pp. 228-229. 
t Cannabis Report, p. 155. 

t See Appendix A, note b, and the text of that appendix for discussion of this special study. 
What is needed to improve this project is not analysis of a greater number of samples than 
are currently included, but the development of a more systematic sample selection procedure 
and a clearer delineation of the seizure populations and samples involved. Furthermore, the 
special analysis might be expanded to include an occasional inquiry into possible herbicides, 
pesUcides and toxic fungi in natural plant materials such as marijuana, and an assessment 
of Insoluble particles in those drags likely to be injected by the user. 

S On the other hand, the availability of data correlating chemical identification with adverse 
reaction symptoms .might well provide a basis for the subsequent development of more 
drag-specific treatment methods. 
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reports by the patient or his friends as to the chemicals involved. Immuno¬ 
assay of drug, blood or urine samples might require only minutes for drug 
identification, and would be extremely useful in many such emergencies, but 
very few treatment facilities in North America are presently equipped for 
such methods.* In treating the effects of chronic drug use, chemical identifica¬ 
tion of the substances taken is generally not of paramount importance, since, 
again, drug-specific treatment is generally not provided or available— 
particular physical disorders and symptoms, and behavioural conditions are 
treated instead. As discussed in detail in Appendix A The Drugs and Their 
Effects, even though there is considerable misrepresentation, confusion and 
fraud within the illicit drug market, the deliberate mixture or adulteration of 
single drugs with other chemicalsf or the substitution of more dangerous 
chemicals for an alleged drug is relatively rare in Canada. Drug users are 
presently more likely to be cheated than injured by the information gap 
regarding the identity of illicit drugs. 

It would appear that the apparent ‘street drug’ analysis crisis of a few 
years ago is not now as important an issue as it was at the time of the 
Interim Report. However, some further attention is warranted: We make 
the following recommendations: 

(1) The Federal Government should continue, but refine, the present HPB 
special studies of police drug exhibits. 

(2) The Federal Government should continue to provide authorization, 
standard methods, and standard chemical samples for illicit drug 
analysis to bona fide scientists. 

(3) The Federal Government should continue to provide funds for a few key 
‘street drug’ analysis research projects in the main urban centres across 
the country. As suggested in the Interim Report, the financing of such 
facilities could well be a matter of federal-provincial cooperation. 

(4) The Federal Government should encourage the correlation of chemical 
characteristics of the samples with the medical, social and legal condi¬ 
tions leading to the analysis. In this context, the Federal Government 
should explore the feasibility of coordinating drug identification with 
certain aspects of the present Poison Control Program of the HPB. 

(5) The Federal Government should encourage uniform central reporting 
and dissemination of the results of drug analyses, and should make the 
data from the HPB police seizure studies rapidly available to researchers 
for analysis and publication. 

SCIENTIFIC AND TECHNICAL INFORMATION 

Prior to the appointment of the Commission, a small information 
program was conducted by the former Drug Abuse Secretariat of the Depart- 

• See Appendix AJ2 Opiate Narcotics and Their Effects tor discussion of immunoassay 
techniques. 

t With the exception of LSD-PCP mixtures. 


196 





XII Research and Information 


ment of National Health and Welfare. The federal Smoking and Health 
Program has been providing tobacco information, films and various teaching 
aids on a national scale for almost a decade, but almost no federal effort has 
been invested in alcohol information. Numerous provincial groups, most 
notably the Addiction Research Foundation of Ontario (ARF), but also the 
Office de la prevention de l’alcoolisme et des autres toxicomanies (OPTAT) 
of Quebec, and the Narcotic Addiction Foundation (NAF) of British 
Columbia have developed significant information and educational materials 
dealing with a wide range of drugs. In the past few years certain private 
groups, such as the Council on Drug Abuse (CODA), have also entered the 
field. ARF has for years been the primary Canadian source of scientific 
information in this area, and has regularly supplied such materials to indi¬ 
viduals and organizations in all provinces and in numerous foreign countries. 
There has been little specific effort to coordinate the various drug information 
resources available in Canada. 


Perspectives and Recommendations of Previous Commission Reports 

In the Interim Report we observed that there was an urgent need for 
some coordinated system on a national scale to collect, classify, index, 
evaluate and disseminate timely information on various aspects of non¬ 
medical drug use.* We stressed that there must be some efficient source of 
disinterested and authoritative opinion, independent of political pressures and 
responsibilities for law enforcement, to which those seeking information could 
turn for guidance for public policy, education, medical, scientific and personal 
decisions. We recommended that the creation of an appropriate national 
information program be given high priority. We acknowledged the important 
role of the news media in this area and recommended that the Federal 
Government keep the media as fully informed as possible of its own informa¬ 
tion about non-medical drug use. (See also Section XIV The Mass Media 
in this report.) 

In the Treatment Report we noted the need for factual information and 
educational material for use and dissemination by community treatment 
services.! In addition to scientific and technical data, reliable information 
is needed regarding existing agencies which deal with various specific prob¬ 
lems, including medical, legal, educational, and occupational situations. 
Wc suggested in the Cannabis Report that a centrally coordinated documenta¬ 
tion, information-gathering and alerting network would greatly facilitate 
effective communication among researchers.! Because of the accelerating 
growth of scientific information on non-medical drug use, traditional modes 
of publication, communication and information retrieval have become in¬ 
creasingly inadequate. We suggested that international cooperation and co- 


• Interim Report, pp. 224*234. 
t Treatment Report, p. 94. 
t Cannabis Report, p. 161. 
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ordination in this area might be effectively conducted through the World 
Health Organization. 

In the Interim Report we observed that the development, collection 
and evaluation of technical information was one thing and the effective 
dissemination of processed information to the public for educational purposes 
another. These two functions typically involve different skills and expertise 
and, consequently, might best be carried out by different individuals or 
agencies. We felt that the national scientific agency which we recommended 
to conduct the Federal Government’s coordinating and financial initiative in 
research should also be responsible for the collection, evaluation and com¬ 
munication of the resulting technical data. We discussed a number of 
mechanisms by which this information might subsequently be used in drug 
education or otherwise effectively disseminated to the public. We noted 
evidence that many young people lacked confidence in certain official sources 
of drug information, and that to be accepted such information might best be 
disseminated by local groups or individuals having high credibility with youth. 
We also discussed the Canadian Medical Association’s suggestion for the 
formation of a coordinated network of regional non-governmental multi¬ 
disciplinary groups or “teams” to provide information, policy guidance and 
other services at the community level. 

The division between the collection, evaluation and distribution of 
scientific and technical information, on the one hand, and the actual prepara¬ 
tion of educational materials and the process of education, on the other, is 
admittedly sometimes ambiguous and necessarily arbitrary. Because of 
constitutional provision for provincial responsibility in the area of education, 
the distinction between drug information and drug education is of consider¬ 
able significance in determining the appropriate role for the Federal Govern¬ 
ment in this area. 

We noted in the Interim Report that: 

In the Commission’s view, the notion of drug education implies more than 

a mere random conveying of information; it implies selection, system, pur¬ 
pose and perspective. [P. 229.] 

The objective of the information system is to provide timely scientific 
data in usable form as objectively as possible. The goal of the educational 
process is to present these data and other relevant information in a manner 
which prepares or enables individuals to make informed and wise personal 
choices. The provision of evaluated technical information is clearly within 
the federal sphere. Further, as we suggest in Appendix F.l The Constitutional 
Framework, provincial responsibility for formal education in the school 
system does not preclude an important federal role in communications of 
general educational value and in collaboration on the development of drug 
educational materials and techniques. As noted in the Interim Report, we 
feel that there should be a federal-provincial body for the development of 
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drug education materials and methods, making use of information collected 
and evaluated at the national leveL There are further observations on drug 
education in Section XIII of this report 

The Range of Information Services Needed 

An ideal national information network would be capable of providing 
various services to a wide range of users: scientists; medical and other treat¬ 
ment and rehabilitation personnel; legislators and government administrators; 
educators, teachers and students in various levels of school and university; 
industry; other private organizations; news media reporters; justice and 
law enforcement personnel; the clergy; librarians; and other citizens, including 
drug users of all ages. The potential users of such information can be con¬ 
sidered in three groups with somewhat different, but overlapping, needs: 
(1) researchers and other scientific or technical experts; (2) persons who are 
not technical experts, but who deal in their work with certain aspects of non¬ 
medical drug use; and (3) the lay public. 

It is clear that scientists must be aware of, and have efficient access to, 
the existing scientific literature and relevant data, and must be informed as 
to new developments, ongoing and anticipated research, and scientific meet¬ 
ings. The second group is more likely to need secondarily prepared materials 
such as selected bibliographies and book lists, critical summaries and re¬ 
views, text books and other evaluated or predigested information. The third 
group, the lay public, is most likely to receive information indirectly 
through individuals in the second category. A wide variety of intermediate 
sources involving further information processing and selection would un¬ 
doubtedly be involved, including news media, formal drug education 
programs, and so on. 

The Non-Medical Use of Drugs Directorate Information Program 

As part of its overall information effort, in the fall of 1972 the Non- 
Medical Use of Drugs Directorate (NMUD) began work with the Health 
Protection Branch Library on a coordinated scientific and technical informa¬ 
tion network and data base in Ottawa. A computerized system was designed 
to provide specialized bibliographic searches of the scientific literature, and 
altering and up-dating services. Considerable progress was made towards 
creating the basic data bank, but many problems and issues remain to be 
resolved. The National Science Library services (c.g., Canadian Selective Dis¬ 
semination of Information [CAN/SDI]) arc presently available to the 
NMUD system. Direct on-line connections with the U.S. National Clearing¬ 
house for Drug Abuse Information (NCDAI), Medical Literature Analysis 
and Retrieval Systems (MEDLARS) and other American services have 
been established. The immediate goal of the data base was to serve the 
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needs of NMUD personnel, although certain services for researchers and 
other groups were also intended and are currently being explored. 

Plans were made at NMUD for data evaluation and further processing of 
scientific information for possible use in fact sheets, review articles, text books, 
audio-visual presentations, etc. In addition to the existing government com¬ 
munication agencies, such as the Canadian Broadcasting Corporation, the 
National Film Board and Information Canada, new federal and provincial 
information channels are being considered for dissemination of this informa¬ 
tion. NMUD has distributed special bibliographies and other information 
to certain research, treatment, and education groups, and has held a number 
of national conferences and meetings designed to stimulate and facilitate 
communication among workers in various areas. However, little substantial 
progress has been made in many aspects of the anticipated information pro¬ 
grams, and in certain respects the NMUD system is still in the early stages 
of planning and development. 

The Role of Existing Information Resources 

A considerable number of specialized drug information resources 
already exist in Canada and other countries. It would not be advisable to 
attempt to duplicate these collections in a central data bank anywhere. 
Instead, the Federal Government should emphasize the development of a 
coordinated network of complementary information resources in Canada, 
establish open two-way communication with information centres in other 
countries, and proceed to identify and fill gaps in the collective system on 
a multi-lateral basis. Research and information in this area clearly trans¬ 
cend traditional provincial and national boundaries, and a major coopera¬ 
tive effort must be made involving various levels of government. We need to 
improve our ability to absorb and use information from foreign sources, 
and should avoid undue duplication of resources available to us from other 
countries. Additional funds must be made available for the rapid translation 
of important foreign language articles into one or both of the official 
languages. A standard but flexible multi-lingual international thesaurus of key 
retrieval index terras dealing with non-medical drug use is dearly needed. 

The major relevant information collections and services now existing in 
Canada include: the National Library, the National Science Library and cer¬ 
tain federal departmental libraries and their information systems (e.g., CAN/ 
SDI); the Addiction Research Foundation (ARF), Office de la Prevention 
de l’AIcoolisme et des autres Toxicomanics (OPTAT) and certain other pro¬ 
vincial agencies; university libraries (e.g., Laval); the Commission library; 
and the NMUD data base currently being developed. Primary foreign re¬ 
sources include the various U.S. National Institute of Health clearinghouses 
(e.g., NCDAI), the U.S. National Library of Medicine (e.g., MEDLARS), 
the U.S. Library of Congress, the Student Association for the Study of 
Hallucinogens (STASH), the Rutgers Alcohol Centre (e.g., CAAAL), the 
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Smithsonian Institution, the Fitz Ludlow Memorial Library, the various 
United Nations divisions and libraries, the Institute for the Study of Drug 
Dependence in London, the Automated Subject Citation Alert (ASCA), 
Excerpta Medica, and the various sociological, psychological, biological and 
chemical abstracts. The major pharmaceutical companies in various countries 
have significant specialized information collections as well. 

The Federal Government should maintain an up-to-date inventory (e.g., 
indexed lists of project titles, researchers and abstracts) on current drug re¬ 
search in Canada and other countries. Considerable progress in identifying 
and listing Canadian scientific efforts has been made by the National Re¬ 
search Council through the National Science Library’s Information Exchange 
Center (IEC). Further efforts should be made to include provincially and 
privately funded and conducted research as well as university projects 
financed through federal sources. The Ministry of State for Science and 
Technology (MOSST) is extending the present coverage through the phased 
establishment of an Inventory of Scientific Activities, incorporating the func¬ 
tions of the IEC. Descriptions of publicly funded research projects should 
be routinely published and made available to the public. 

A comprehensive catalogue of the total holdings in the various Canadian 
drug information collections must be established and an efficient referral 
system developed. The National Library and the National Science Library 
maintain a general union catalogue of major library holdings of books and 
periodicals in the country. Additional special effort will be necessary to ob¬ 
tain adequate coverage of the primary non-medical drug use collections in 
Canada. 

Coverage of the social science and humanities literature by the available 
technical abstracting and information services around the word is generally 
inadeqate. Attention is being focussed on this discrepancy in some countries, 
but much remains to be done to remedy this situation. The Federal 
Government should ensure that special effort is made to improve Canadian 
communication in this area. Recent efforts by the Social Science Research 
Council and the Association of Universities and Colleges of Canada to set 
up a data clearinghouse for the social and behavioural sciences should 
receive further support and guidance to ensure adequate coverage of Cana¬ 
dian non-medical drug use research needs in this area. 

Government Statistics 

There is a considerable body of national information on non-medical 
drug use available or potentially available to the Federal Government from its 
law enforcement, corrections, health and other statistics and activities. The 
Commission has had access to a great deal of useful information made avail¬ 
able by various government departments, and has been impressed with the 
potential value of some of the existing federal data sources. Of particular inter¬ 
est are the drug sections of the Statistics Canada publications, Mental health 


201 



Part Four Non-Coercive Influences 


statistics and Causes of death, the data from the Poison Control and Drug Ad¬ 
verse Reaction Programs, the Health Protection Branch drug analysis reports, 
various drug production, distribution and medical prescription data, and law 
enforcement and correctional statistics. Information from these and other 
federal and provincial data sources are discussed in detail in the various 
appendices which follow. Certain problems with the data are identified in 
those discussions and, in some instances, specific suggestions are made for 
improving the statistics. 

In many cases, serious methodological, technical and practical problems 
limit the usefulness of the national government statistics presently available. 
We feel that a special effort should be made to improve the quality of drug- 
related data and to coordinate the collection and interpretation of related 
federal statistics. The frequent inconsistency in format used in reporting 
associated national data, even within the same department, and alternate use 
of fiscal and calendar year summaries often renders comparison and interpre¬ 
tation difficult. There is a great need for more uniform reporting of law 
enforcement, justice and correctional statistics. The delays involved in the 
present systems for the collection, collation, basic analysis, and publication 
of national statistics greatly reduce the value of the information. Greater 
effort should be made to automate and otherwise speed up the processing 
of such data. 

If a major effort were made to generate more valid and useful national 
statistics, additional funds and staff would be necessary at various levels in the 
information collection and distribution process—often from the initial data 
source on up to the final analysis and publication stage at the Federal Govern¬ 
ment level. Such an endeavour would require considerable federal-provincial 
cooperation. In the health and criminal-justice areas, for example, national 
statistics are, in part, based on data abstracted and coded by provincial au¬ 
thorities from local reports, and consequently the Federal Government has 
little direct control over many basic aspects of the data.* 

The International Qassification of Diseases (ICDA) coding system, 
currently employed in the collection of much national health and death data, 
is in some respects ambiguous and inappropriate for the present North Am¬ 
erican phenomenon of non-medical drug usc.t The Federal Government 
should work for appropriate revision of the classification system on an 
international scale, and proceed immediately to refine the presently available 
categories for future national statistics. 

Although various collection, coding and communication limitations re¬ 
strict the present usefulness of the non-medical drug use data available 
through the Poison Control and Drug Adverse Reaction Programs, these 
information systems provide a potentially invaluable source of epidemiological 

• With regard to national health statistics, see Appendix A and notes t and m to that 
appendix. 

t See Appendix A and notes e and m to that appendix. 
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and pharmacological data.* We recommend that additional funds be made 
available to increase the utility of these programs, and that the Federal Gov¬ 
ernment explore the feasibility of an integrated non-regulatory agency with a 
broader mandate for collecting, analysing, interpreting, and disseminating 
national statistics on adverse effects of chemicals on the human body. 

In many instances there are inadequate communication channels or even 
explicit restrictions which inhibit the effective analysis and use of the available 
national statistics. In certain areas (e.g., information on drug-related deaths) 
provinces may restrict the subsequent use of detailed data provided to the 
Federal Government. Clearly, the citizen’s right to privacy must be taken into 
careful consideration before data can be released for analysis. However, we 
feel that much could be done to improve government statistics, to make them 
more openly available and timely, and to facilitate and encourage the scientific 
anal ysis and communication of such information by independent and 
government researchers. Federal and provincial provision should be made for 
the release of health records and vital statistics for research purposes in a 
form which does not disclose the identity of the patients or subjects involved. 

The Non-Medical Use of Drugs Directorate might usefully work with the 
various government agencies involved to monitor and improve national non¬ 
medical drug use statistics and to aid in their routine interpretation. 

Further Observations and Recommendations Regarding the NMUD 
Programs 

Wc recommend that the preliminary efforts of the Non-Medical Use 
of Drugs Directorate to develop a special data base and information network 
receive further support, and that NMUD be given responsibility for the 
primary Federal Government initiative in ensuring adequate non-medical 
drug use technical information services on a national basis, following the 
general principles outlined in this section of the report. 

Wc specifically recommend that the NMUD program provide national 
coordination among existing Canadian information resources, including both 
the specialized drug collections and the various general components of the 
overall federal STI system, and that it be responsible for identifying and 
filling the gaps in the collective network. Furthermore, NMUD should co¬ 
ordinate and improve access to relevant drug data collections and services 
in other countries. For example, certain major foreign alcohol and tobacco 
resources have not been tapped; they should be linked with the network soon. 

Immediate action should be taken to establish working links with the 
major Canadian non-fcdcral resources—in particular the facilities of the 
Addiction Research Foundation and the collections of OPTAT and Laval 
University. The holdings of the library and documentation services at ARF 
have recently been combined, and arc in immediate need of further uniform 

• See Appendix A and note / to that appendix. 
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indexing for retrieval. The Federal Government should provide consultation 
and financial support to ensure the efficient and continued availability of the 
ARF collection to Canadian researchers and other workers in the area. 

The services of the national information system must be available 
at low cost to the user. Access to information and referral to data sources 
must be provided in a way which minimizes the problems often caused by 
geographic distance or institutional affiliations. Reasonable service must be 
made available from coast to coast. The services should be well adver¬ 
tised to the various potential users, and adequate instruction must be pro¬ 
vided to enable users to make effective use of the system. 

Further study will be necessary to determine which aspects of the total 
national drug information system would best be administered under central 
control and which components would more appropriately be included in an 
associated decentralized network. We support in principle the overall emphasis 
on decentralization in Canada’s general STI policy. 

As noted earlier, in the Interim Report we stressed that the national 
agency responsible for research and information be free of political pressure 
and responsibility for law enforcement, and perhaps independent of govern¬ 
ment in general. NMUD has no law enforcement role, but is not in principle 
free from potential political interference. Wc feel that a system which co¬ 
ordinates research and data resources, and distributes technical information to 
researchers and other experts can be adequately developed within the present 
NMUD government context. However, additional efTort should be made to 
ensure that the process of evaluating data and preparing summaries and 
reviews is appropriately independent. Wc suggest that such work be supervised, 
and the resulting materials regularly reviewed, by an independent federal- 
provincial expert committee made up predominately of non-government 
scientists. The dissemination of the information should be subject to the 
committee’s approval. 

Some form of frequent national report or newsletter providing a general 
overview of current developments in non-medical drug use information would 
be invaluable to workers in the field. The Journal, a monthly drug information 
newspaper published by the Addiction Research Foundation of Ontario, has 
filled a major communication gap in this area. With further development, in¬ 
cluding more specific bibliographic documentation, it could provide an even 
more effective vehicle for rapid information dissemination to a wide range 
of people. The Federal Government should explore with the Foundation and 
other provincial authorities the possibility of supporting or “nationalizing” 
The Journal on a federal-provincial basis. 

There is an apparent lack of appropriately trained science writers and 
reporters capable of effectively communicating technical information on drug 
use to non-experts and the general public. NMUD should support specialized 
training in this important area. 
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The Federal Government should explore, with the provincial govern¬ 
ments and the various medical bodies, ways in which medical schools and 
associations can improve the education of physicians with respect to general, 
as well as treatment, aspects of non-medical drug use. Family doctors and 
general practitioners are commonly turned to for information in this area, in 
spite of the fact that most physicians have had little or no special education 
pertaining directly to non-medical drug use. As well, general non-science 
courses exploring the many facets of drug use in society would be a valuable 
addition to the general undergraduate and graduate curricula of universities 
in Canada. 

NMUD should support scientists in the preparation of relevant literature 
review articles and books on a regular basis, and should regularly organize or 
fund conferences and meetings to maximize rapid communication. In addition, 
the Directorate might usefully provide a concise annual public report 
summarizing significant developments in its own activities; other Canadian 
research, education and treatment efforts; government policy and adminis¬ 
trative regulations; various federal and provincial government statistics; and 
major foreign information. 

NMUD should actively participate in the further development of 
Canada's general national and international scientific and technical informa¬ 
tion policy, to ensure adequate awareness and coverage of present and future 
needs in the field of non-medical drug use. 

We suggest that the Federal Government’s research and information 
policies and activities in this area be critically reviewed by an independent 
group, such as the Science Council, within three years of the release of this 
Final Report, and at regular intervals thereafter. Such evaluation should be 
made public. 
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Drug Education 


In the Interim Report we made certain general observations concerning 
drug education. In particular, we suggested that it was necessary to tell the 
whole truth about drugs as far as humanly possible, that it was unwise to 
base drug education on a strategy of fear, and that drug education should 
be seen as part of general education for living. We said that the purpose of 
drug education should be to provide the basis for informed and wise 
personal choice. In a similar vein, we said that drug education, as part 
of general education, should have as its objective the kind of understanding 
that will permit an individual to live wisely, in harmony with himself and 
his environment. 

Since the Interim Report we have attempted to learn about various efforts 
in Canada to develop programs in drug education and also to profit from 
experience elsewhere, particularly in the United States. In the last few years 
there has been a second look at drug education and the extent to which 
we can rely on it to achieve our objectives of social policy in relation to 
non-medical drug use. There has been difficulty in finding any broad measure 
of agreement on objectives, suitable content, and appropriate measures of 
effectiveness. In many quarters there has been severe criticism of current 
drug education efforts on this continent, and even scepticism about what 
we can hope to achieve with this form of social response. 

The Commission conducted a survey of the drug education policies of 
provincial educational authorities and local school boards across Canada, 1 
made an in-depth study of the programs in certain schools, 2 questioned 
students on their response to drug education, 5 and identified some of the 
more innovative and promising programs. 4 What the Commission learned 
from these studies is summarized here. 

Provincial authorities provide general support and guidance for local 
school boards in the development of drug education programs, but programs 
arc developed at the local level and vary considerably in their approaches. 
Programs are adapted to local circumstances and requirements. When the 
Commission made a survey of 584 local school boards in 1971 (of which 
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369 or 63% responded), less than half of the respondents said they had drug 
education programs or specific policies concerning drug use in the school. 5 
The proportion with drug education programs may be assumed to have in¬ 
creased considerably since then. 

The two main goals of drug education programs, as reported by the 
local boards, were information and counselling. Approximately half of those 
replying said they wanted to provide students with sufficient information 
so that they could make their own decisions based on knowledge. Others 
said they wanted their students to know the dangers of drug use. About 
20 per cent of the responding boards were interested not only in providing 
their students with information but in counselling them with respect to drug 
use, as well as general values and problems in living. 

About two-thirds of the boards which provided drug education did so 
through the health education course of studies. About 20 per cent provided 
it in other subject areas, usually guidance, and the remainder presented it 
as a separate course of study. 

As for methods, about three-quarters considered student counselling 
important. The same proportion favoured small discussion groups and in¬ 
formation dissemination in the form of lectures and pamphlets. 

With respect to selection and training of teachers for drug education, 
about half the boards which provided drug education thought in-service 
teacher training important and provided it. About half of these chose teachers 
on the basis of demonstrated empathy with students or because they 
volunteered, while the remainder simply designated certain teachers, usually 
those who taught the course of which drug education was a part. Resource 
personnel or materials used in teacher training, in the order of preference 
given by reporting boards, were the following: 

1. physicians or other medical personnel; 

2. printed or audio-visual materials; 

3. law-related personnel, especially policemen; 

4. a specialized agency, such as an addiction foundation; 

5. former and current drug users; 

6. students; 

7. parents; 

8. personnel from innovative services and street-workers. 

With respect to evaluation, about one-third of the reporting boards 
said that they evaluated their drug education programs. The main method 
of evaluation was seeking the opinions of students as to the effectiveness 
of the program. About three-quarters of the boards considered their programs 
to be moderately effective or better. The degree to which certain criteria 
of evaluation were favoured by the boards was as follows: increase in 
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students’ understanding and awareness (94.1%); increase in parents’ under¬ 
standing and awareness (64.7%); students with drug-related problems 
assisted (58.8%); attainment of specified information level (47.1%); 
non-users deterred from starting use (41.2%); overall decrease in drug use 
(29.4%); overall decrease in harmful use of drugs (5.9%). 

The replies of the boards indicated that efforts in drug education were 
concentrated in grades seven to nine, although students in grades below and 
above this range were included by some respondents. Many of the drug educa¬ 
tion programs that came to the attention of the Commission were directed 
at junior high school students. 

Researchers for the Commission conducted an in-depth study, by direct 
observation and discussion with teachers and students, of the drug education 
program in certain selected schools in a large metropolitan area. 6 The study 
covered three high schools and one junior high school. The researchers 
concluded that drug education as a part of health education and physical 
education courses was a failure. The reasons given were that health educa¬ 
tion and physical education were regarded as “token” courses, and that the 
teachers were rarely found to be capable of dealing effectively with the topic 
of drugs and with the personal non-drug issues that surround drug use. The 
study was also critical of special programs of drug education in auditoriums 
with guest speakers and films, at which attendance was compulsory, and in 
which the tone was “strongly and naively anti-drug”. Most teachers who 
were interviewed agreed that there was little chance of success with this 
approach. The study concluded that drug education should not be propaganda 
for the traditional culture nor be the indoctrination of a particular value 
position. Information in the form of short, free pamphlets was thought to be 
useful. The study stressed that drug education should be placed in a more 
general perspective, related to the other problems of personal adaptation 
with which students are more generally concerned. 

The researchers were critical of certain aspects of the system of general 
education which, they felt, led to boredom and other states of mind con¬ 
ducive to drug use. In particular, they stressed that students should be given 
more free time to pursue study interests of their own, with assistance from 
the teaching staff. Emphasis was also placed on the need for a wide range 
of practical information. The study referred to this free period and the sup¬ 
porting organization for it as “The People’s Period” and “The People’s 
Department”. It also suggested an “Information Rack” to provide information 
on such matters as drugs, birth control, family problems, personal counsel¬ 
ling, welfare, legal aid, housing, venereal disease, and general medical clinics. 
Some of these suggestions were adopted and put into practice by a local 
school board during the course of the Commission’s work. 

A survey of the response of high school students to drug education 
revealed some interesting conclusions. 7 The first was that there was a low 
rate of response to (or interest shown in) questions about drug education 
as compared to questions concerning other matters, such as the students’ 
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backgrounds, their values, and their feelings about school life and their 
teachers. The main approaches to drug education reported by the students 
were special assemblies and films and lessons integrated into health or 
physical education classes. Only about six per cent of the responding students 
said that they were satisfied with their drug education programs, although 
about 48 per cent said they thought that drug education had increased their 
knowledge of drugs. 

Students ranked drug education fourth as a source of information about 
drugs, well behind the first three choices: friends, television, and newspapers. 
The relative reliance on various sources of information differed according to 
the age of the students. More than 80 per cent of the students in junior high 
school grades relied on drug education to some extent, but only 25 to 30 per 
cent of the students in the senior high school grades mentioned it as a source 
at all. Almost 90 per cent of the senior high school students, but only 
about 60 per cent of the junior high school students, relied on their friends 
as one source of information. More of the younger students relied on their 
parents for information than did the older students, and more of the older 
students relied on their personal experiences for information than younger 
students did. (For a further discussion of this subject, see Section XIV 
The Mass Media.) 

Almost three-quarters of the students said there was no teacher to whom 
they could, or would, go if they needed information about drugs. At the 
same time, about 70 per cent of the students thought drug information was 
available to them and that it would be useful. The kind of information that 
was most desired was information concerning the effects of drugs and the 
actual risks involved in various kinds of drug use. 

As to the effects of drug education, slightly more than half of the students 
considered drugs other than cannabis to be more harmful after they had had 
drug education than they had thought before. The opinion of about a third 
remained unchanged, and the remainder considered the drugs less harmful 
than they had before drug education. Again there were variations according 
to the age of the students. Younger students were more likely than older 
students to consider the drugs more harmful than they had before drug 
education. 

The most promising education programs which the Commission was 
able to identify in Canada place drug education in a broad perspective as 
part of the development of understanding about how to live effectively. 8 There 
is emphasis on developing the capacity for finding viable alternatives to drug 
use. One program stresses the importance of “living skills”. It suggests that 
the inability to avoid drug-related problems may be due in some measure 
to a poorly developed repertoire of the skills which enable the individual to 
fill free time with constructive alternatives to drug use.® 

There has been little progress made with the problem of evaluation of 
drug education programs. Most of what is spoken of as evaluation consists 
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of the impressions of a program’s effectiveness from students and teachers. 
Indeed, there is some question as to how far there can be effective evaluation 
of drug education. We may test retention of information. We may test appar¬ 
ent effects of drug education on attitudes and behaviour. For this purpose, it 
would be optimal to conduct long-term follow-up studies with matched con¬ 
trol groups, and even then we would be confronted with the very perplexing 
problem of assigning causal significance to the various factors which can in¬ 
fluence or are otherwise associated with attitudes and behaviour. Although 
great emphasis is currently being placed on the necessity of evaluating drug 
education, adequate techniques for assessing its ultimate effects upon beha¬ 
viour have yet to be developed and applied. In effect, we are presently acting 
on certain unverified assumptions concerning its efficacy with regard to 
various, often ill-defined goals and criteria. 

These assumptions have been increasingly challenged in recent years, 
particularly in the United States, where, it is fair to say, there have been 
signs of growing disenchantment and even disillusionment with drug edu¬ 
cation. It is difficult to know how far the criticisms of drug education in the 
United States would be true of drug education in Canada. Our own impres¬ 
sion is that there has not been in Canada anything comparable to the Ameri¬ 
can proliferation of drug education materials, ranging in quality from appar¬ 
ently excellent efforts to obviously inadequate and possibly harmful programs. 
From all accounts, there has been in the United States such a great outpouring 
of inferior materials and programs that many have called for a halt or a 
“moratorium” on drug education efforts to give time for the selection of good 
materials and the development of wider agreement on objectives and methods. 
Characteristically, Americans appear to have embarked on a great variety of 
drug education programs with greater gusto than Canadians, with the inevit¬ 
able excesses that such enthusiasm brings. Because of Canada’s smaller popu¬ 
lation and fewer jurisdictions, it is easier for good drug education programs 
to gain in influence through imitation. 

In addition to criticism of the quality of drug education materials and 
programs in the United States, 10 there have been doubts raised about the effi¬ 
cacy of drug education as an influence on behaviour. 11 Critics have said that 
we have placed too much reliance on it. They point out that information con¬ 
cerning the dangers of cigarettes has failed to bring about a significant de¬ 
crease in the amount of cigarette smoking. These critics say that people’s 
behaviour is not as much influenced by information as we might like to think. 
They point to more significant and longer-lasting influences in the personality 
and social background of the individual. There is also a suspicion that people 
may, by a process of “selective attention”, avoid the impact of information 
that docs not support their choice of behaviour. In other words, we cannot 
even be sure that the information reaches those for whom it is most appro¬ 
priate. It has been observed, however, that we have not seriously "begun to 
make use in drug education of existing scientific knowledge concerning the 
techniques of influencing behaviour. 12 
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Apart from these questions concerning the positive efficacy of drug 
education, there is concern that it may often serve to arouse an unhealthy 
curiosity or interest in individuals who might not otherwise be attracted to 
particular forms of drug use. This is undoubtedly a danger in all discussion 
of forbidden things, particularly with young children. There is also the fear 
that while persons who are familiar with drug use are likely to have more 
credibility and therefore more effective educational impact than non-users, 
they may in many cases reinforce attitudes that are favourable to drug use. 

Notwithstanding these doubts concerning the efficacy of drug education 
and these fears that it may sometimes produce harmful results, we believe 
that we should persist with it as one of several means of helping to develop 
the understanding and the capacity required to enable the individual to deal 
effectively with the personal challenges presented by drugs. As with any other 
kind of human problem, we have more to fear from ignorance than from 
knowledge in the field of non-medical drug use. Even if drug education is 
more effective in conveying information than in influencing attitudes or 
behaviour, its informational function is essential. Individuals cannot be said 
to be adequately equipped to make wise choices if they do not have the 
requisite informational basis. Helping our young people to develop an ade¬ 
quate understanding of the phenomenon of non-medical drug use in its 
essential implications for personal welfare is a duty that we owe to them. 

At the same time, we must see the process of drug education in a much 
broader context than the formal program in the school system. We must not 
expect drug education in the schools to be able to overcome the lack of other 
constructive influences. Parents must be involved in drug education as well 
as teachers. Much of the knowledge about ourselves and how to live that is 
relevant to the ability to cope effectively with the challenges presented by 
drugs can only be imparted effectively in the home. This is the subject-matter 
of a later section of our report 

Perhaps a final word about fear is in order. When we said in our 
Interim Report that we did not think drug education should be based on a 
strategy of fear we had in mind a program that started out with the stimula¬ 
tion of fear as its objective. The notion of a strategy of fear implies that one 
will set out to inspire fear and to shape the message accordingly. Obviously, 
one should not distort the facts to produce fear, but if the facts objectively 
stated give rise to fear this is not a consequence to be avoided. We did not 
mean to suggest that fear resulting from a consideration of the objective 
facts was a bad thing. 

There is a danger that in raising too great expectations or in being 
excessively critical about drug education we may inhibit or paralyse very 
worthwhile efforts. The same stimulation of self-doubt by a host of experts 
has played havoc in the field of child-rearing. It would be a pity if teachers 
were made unduly self-conscious or discouraged by all these second thoughts 
about drug education. It is very easy to set unreal standards. Only good can 
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come from a teacher who sympathetically assists students to develop a greater 
understanding of themselves and the problems of effective living, of which 
drugs are only one aspect. What is important in the long run is not the 
detailed, technical knowledge (although this should be imparted as accurately 
as possible) but the understanding of self and the role which drugs play in 
our lives. We have to come to this understanding by ourselves; drug educa¬ 
tion is only one of several means by which we may acquire it. With all its 
limitations it can play a useful role if it is carried out with candour and an 
awareness of the extent to which our individual values will inevitably deter¬ 
mine our choices. As we said in our Interim Report the goal cannot really be 
more than to assist the individual to see where his true personal interest lies. 
In the final analysis we have no alternative but to place our faith in the 
value of this kind of understanding. 

Reference has been made in the preceding section to the federal role 
in relation to drug education. 
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The Mass Media 


In Section III The Causes of Non-Medical Drug Use, we made some 
general observations concerning the role of the mass media of communica¬ 
tion. As we suggested there, it is probably impossible to accurately determine 
the full effects of the media on attitudes and behaviour. An attempt may be 
made to determine how much people retain the impressions they receive from 
the media. They may be asked their opinion as to the extent they believe the 
media have influenced their conduct, but they may in fact be mistaken in 
their assignment of causal significance. Controlled experimental studies of the 
effects of the media, under natural conditions, would be extremely difficult if 
not impossible to conduct, because of the obviously complex interaction of a 
multitude of seemingly uncontrollable factors which influence attitudes and 
behaviour. 

A significant role of the media which must necessarily be regarded as 
having causal effect is to make something known that would not otherwise 
be known to the individual. Without knowledge of a thing there can be no 
curiosity or desire concerning it. Thus, an important question is the extent 
to which the media have introduced individuals to knowledge about drug 
use (and in particular, non-medical drug use) which they would not have 
otherwise obtained. 

In its national surveys 1 the Commission attempted to determine the rela¬ 
tive importance of the media as a source of first information about drugs. 
Of course, the fact that a person first learned about certain drugs from 
the media does not necessarily mean that he would not have eventually 
obtained equivalent information from other sources. The Commission’s na¬ 
tional adult survey (based on a sample of households) indicated that the 
media ranked in the following relative importance with friends and ac- 
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quaintances as the 
drugs: 

source of first information 

about certain psychotropic 

Source of First Information About Drugs 

From Friends and 

Drug 

From Media ( % ) 

Acquaintances (%) 

Hashish 

58 

8 

LSD 

68 

7 

Marijuana 

62 

10 

Speed 

47 

6 

Amphetamines 

26 

4 

* 

Barbiturates 

37 

6 

Diet Pills 

29 

10 

Solvents 

53 

9 

Sleeping Pills 

34 

11 


It should be emphasized that the sample in the national survey of 
households was composed mainly of adults who would presumably have less 
contact than younger people with friends using drugs whose possession is 
prohibited. The Commission’s surveys indicated that the media were less 
important for high school students as a source of first information about 
drugs. Among those high school students who had ever used drugs non- 
mcdically, 27 per cent first learned of drugs from the media, while 62 
per cent first learned from their friends and acquaintances. Among the 
non-using student population, 43 per cent first heard of drugs through the 
media and 28 per cent from friends and acquaintances. 2 

A pilot study to attempt to determine some of the salient environmental 
influences which may affect drug use among the young was undertaken in 
1970 in California by Dr. Donald L. Kanter, 3 with special attention to the 
role that television advertising may play. In each of three phases of the study, 
622 students from grades five, seven and eleven were asked to: a) recall the 
advertisements they remembered in their daily television viewing and radio 
listening; b) state their attitudes towards drugs and other related factors; 
c) view six advertisements, after which their general receptivity was studied. 

In summary, the study found that advertising had very low salience 
among the students, when compared to other environmental influences. Most 
students felt that peer group influence and curiosity were more closely related 
to the first use of illegal drugs. The study also concluded that there is no 
indication that pharmaceutical advertisements were easier to recall than those 
of other heavily advertised products, although the students felt that adver¬ 
tising was a relatively strong influence on their feelings about medicine, 
but not about marijuana or other illicit drugs. The study noted, however, 
that fifth grade students tended to react most positively and least negatively 
towards advertisements for pharmaceuticals and cigarettes, and the same 
group ranked television programs as a relatively strong influence upon their 
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general feelings and knowledge of marijuana and other illicit drugs, a fact 
which was not stated by the older students in the study group. The youngest 
students tended to find the pharmaceutical and cigarette advertising claims 
more believable than the older students. 

A number of the students, especially those in grade seven, felt that the 
advertisements for stimulants and depressants could lead to misuse of the 
product, and users of marijuana and ‘pep pills’ seemed to be more receptive 
and less negative to the six advertisements than were the non-users. 

Kanter concluded that while advertising is not, by itself, responsible for 
student behaviour towards drugs and other products, substances and ac¬ 
tivities, it is potentially an influencing agent, particularly on the youngest 
students. He suggests that advertising functions as a reinforcing element in 
the entire complex of drug attitudes among the young by implying, symbolic¬ 
ally, to the users that: “Everyone turns on in his own way.” This, he 
points out, might be an important rationalization for the furtive user. In 
summary, he suggests that “it may just be that pharmaceutical advertising is 
one more cultural prop in the maintenance of favourable attitudes towards 
drug usage among the young”. It is, after all, the elementary school children 
who tend to be most receptive and least critical of advertisements. 

The significance of any impact that advertising may have on youth in 
relation to non-medical drug use does not appear to lie in the direct effect of 
individual commercial messages. Rather it appears to flow, as with adults, 
from the recurrence of themes which suggest easy access to material objects 
for alteration of the physical or psychological functioning of the human 
body. This message, in turn, appears to reinforce a growing reliance on the 
biochemical development of substances capable of controlling such aspects 
of human functioning as sleep, response to tension or coping with fatigue. 

Advertisers have not hesitated to use drug-related themes to promote 
their products in recent years. The use of psychedelic themes, visually or 
verbally, characterized a good deal of advertising during 1968 and 1969. 
However, by 1970, many advertisers were convinced that these themes were 
not making an impact for their products in the market-place and, to a 
large extent, they had abandoned them, recognizing that in order to be 
effective, advertising must choose the style appropriate to the audience. 

There is no evidence of direct encouragement of illicit drug use in 
advertising, but there may be some indirect influence on the phenomenon 
through the emphasis that advertising places on quick and easy solutions 
to such everyday problems as headaches, stress, fatigue and interpersonal 
strains. 

As we suggested earlier, there is little empirical evidence documenting 
the influence of advertising on the behaviour of those exposed to it, but it is 
not unreasonable to assume that there is some effect. Otherwise, the very 
large investment in advertising can only be described as wasteful and il¬ 
logical. In 1970, for example, Canadian advertisers invested a total of ap- 
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proximately $330 million in radio, television, newspaper and magazine 
advertising. 4 Of this amount, about $84 million, or 25 per cent, was spent 
on advertisements for alcohol, tobacco and over-the-counter pharmaceutical 
preparations.® * 

If the objective of social policy with respect to non-medical drug use 
is to reduce such use as much as possible, the question that presents itself 
is whether controls should be imposed on the advertising of drugs on the 
assumption that advertising encourages such use. The issue arises particularly 
with reference to the advertising of over-the-counter drugs, alcoholic bev¬ 
erages, and tobacco. Such advertising is thought to encourage a general 
climate of acceptance of and reliance on mood-modifying substances. 

The jurisdiction to regulate advertising is an aspect of the jurisdiction 
to regulate trade and commerce, which is divided in Canada along the fol¬ 
lowing general lines: the Parliament of Canada has exclusive jurisdiction 
with respect to trade and commerce which extends beyond the boundaries 
of a single province, and the provinces have exclusive jurisdiction with 
respect to trade and commerce which is confined to their respective terri¬ 
tories. There is some overlapping in the federal and provincial jurisdictions, 
and in particular, federal jurisdiction extends to matters of intraprovincial 
trade and commerce the regulation of which is necessary to the effective 
exercise of federal jurisdiction over extraprovincial trade and commerce. 
(Sec Appendix F.l The Constitutional Framework.) Conversely, enterprises 
carrying on extraprovincial trade and commerce are subject to a variety of 
provincial laws affecting the business which they carry on in a particular 
province. The Federal Parliament also has certain special bases for a regu¬ 
lation of advertising. It effectively controls advertising on radio and tele¬ 
vision in the exercise of its jurisdiction over these broadcasting media. It 
may also base the control of certain kinds of advertising on its criminal law 
power, in the interests of public morality, order, safety, health, and the pre¬ 
vention of fraud. The criminal law power affords a basis (in addition to 
regulation of trade and commerce) for controls over the advertising of drugs, 
including alcohol and tobacco. The extent to which there is a corresponding 
or comparable provincial jurisdiction for the protection of health is not so 
clear, but it appears to be generally recognized that the provinces may 
restrict the availability of substances in the interests of health (sec Appendix 
F.l) and that restrictions on advertising may be related to such a legislative 
purpose. Provincial restrictions on liquor advertising have been recognized 
as a valid aspect of liquor regulation, and provincial restrictions on the 
advertising of tobacco have been held to be valid as a regulation of local 
trade and commerce.® 

The advertising of narcotics, 7 controlled drugs,® and Schedule F pres¬ 
cription drugs* to the general public is prohibited. In effect, advertising of 
these drugs is confined to professional journals. Over-the-counter drugs and 
proprietary or patent medicines may be advertised to the general public, but 
subject to certain limitations. The Food and Drugs Act provides that no 
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person shall advertise any drug to the general public as a treatment, preventa¬ 
tive or cure for any of the diseases, disorders or abnormal physical states 
mentioned in a schedule to the Act. 10 These include “anxiety state”, 
“depression”, “hypertension”, and “hypotension”. The Act further provides 
that no one shall advertise a drug in a manner that is false, misleading or 
deceptive or is likely to create an erroneous impression regarding its charac¬ 
ter, value, quantity, composition, merit or safety. 11 The Act also provides 
that the Government may make regulations concerning the advertising of a 
drug “to prevent the consumer or purchaser thereof from being deceived or 
misled as to its quantity, character, value, composition, merit or safety or 
to prevent injury to the health of the consumer or purchaser... .” 12 This 
suggests the nature of the matters with which the Government is to be con¬ 
cerned in its regulation of advertising. 

The Proprietary or Patent Medicine Act 13 also contains provisions con¬ 
cerning the advertising of the substances covered by it. As with the provisions 
in the Food and Drugs Act they are chiefly concerned with truthfulness. A 
proprietary or patent medicine must not be claimed to be a cure for any 
disease, and any advertising of it must not contain any false, misleading or 
exaggerated claims. 14 

The regulations of the Canadian Radio-Television Commission require 
that the advertising on radio and television of drugs which arc governed by 
the Food and Drugs Act and the Proprietary or Patent Medicine Act must 
receive the prior approval of the Department of National Health and Wel¬ 
fare and a representative of the Commission. 15 In the exercise of this review 
the Department of National Health and Welfare is chiefly concerned, in 
accordance with its legislative framework, with truthfulness and proper 
disclosure. It does not attempt to interfere with the general tone of such 
advertising, insofar as it may have a bearing on the general encouragement 
of drug use. 

The issue arises as to whether there should be a stricter control exer¬ 
cised over the advertising of over-the-counter drugs and patent or pro¬ 
prietary medicines. Many of these products, such as analgesics, cough 
suppressants and antihistamines, serve a useful function. It is not practicable 
that they all be made subject to the requirement of prescription because 
of the additional expense and inconvenience that would be caused to con¬ 
sumers. So long as over-the-counter preparations serve a useful function, for 
example, in the relief of pain and allergy, it is desirable that accurate in¬ 
formation concerning their uses and any dangers be made available to the 
public. There would be more harm than good in a lack of adequate informa¬ 
tion concerning these medications. On the other hand, much of the adver¬ 
tising of these substances, by its general tone, is calculated to encourage re¬ 
liance on chemicals to relieve discomfort of various kinds. While a total 
prohibition of the advertising of such substances would not appear to be 
desirable, we recommend that the federal authorities be empowered and 
encouraged to exercise a closer control over the general tone of such 
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advertising* It should be confined to a truthful* matter-of-fact description 
of the use of these substances* purely to advise people of their availability 
and not to encourage their use as such. 

The Canadian Association of Broadcasters is to be commended for their 
decision to ban all advertising of drugs, including proprietary medicines, to 
children. 18 

The most significant advertising of drugs today is unquestionably that 
which is directed by pharmaceutical manufacturers and distributors at the 
medical profession. Until fairly recently, the Department of National Health 
and Welfare has not concerned itself particularly with such advertising, rely¬ 
ing on the medical profession to monitor it for truthfulness. There has been 
no attempt to deal with the extent to which the volume and general tone 
of such advertising encourages prescribing by physicians and the total amount 
of drug consumption for medical purposes. There is evidence, however, 
that the Department is showing greater concern about this problem. The 
Department has noted that about 75 per cent of the drugs on the market 
were not available 15 years ago, and that about 50 per cent of the doctors 
practising today have graduated within this same period. 17 The conclusion 
that is being drawn is that doctors are receiving most of their education in 
the use of drugs from the representatives of pharmaceutical manufacturers. 
In consequence, the Department has begun to make a much closer study 
of the advertising literature and practices of these companies. We recom¬ 
mend that effective controls be established over the nature and quantity 
of the advertising directed by pharmaceutical manufacturers and other 
distributors at the medical profession, including the use of samples. The 
Federal Government should take steps, in consultation with the pharma¬ 
ceutical industry, to encourage a general reduction in this kind of promotion. 

Generally, self-regulation is to be preferred to government regulation 
because it can adjust more flexibly and realistically to operating necessities. 
Matters of taste and general tone and emphasis cannot be dealt with effec¬ 
tively by formal rules. They call for the continuous exercise of judgment 
within a context of general criteria or guidelines. Some consultative mecha¬ 
nism should be established, involving representatives of government and in¬ 
dustry, with the objective of developing an advertising climate that will avoid 
as much as possible encouraging reliance on drugs, whether for medical 
or non-medical use. 

The general jurisdiction to regulate the advertising of alcoholic bev¬ 
erages is provincial as an aspect of the power to regulate the sale of such 
substances. The provinces have adopted provisions concerning liquor adver¬ 
tising which vary considerably in their rcstrictivcncss. In New Brunswick and 
Prince Edward Island all such advertising originating in the province is 
prohibited. The other provinces permit such advertising in varying degrees. 
For a short time the province of British Columbia sought to prohibit virtually 
all such advertising, but it has returned to the former state of the law, under 
which liquor may be advertised in newspapers or periodicals, subject to 
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prior approval of all such advertising by the Liquor Control Board. Outdoor 
advertising of liquor is forbidden, which is an example of the kind of pro¬ 
vincial regulation designed to minimize the impact of such advertising on the 
young. 

The Canadian Radio-Television Commission exercises control over the 
advertising of alcoholic beverages on radio and television. The regulations 18 
prohibit the advertising of spiritous or “hard” liquor altogether. They permit 
advertising of beer, wine or cider in any province in which the advertising 
of such substances is permitted by provincial law. Their advertising on radio 
and television is subject, however, to the following conditions, among others: 
the advertising must not be designed to promote the general use of beer, 
wine or cider, but this condition is not construed so as to prevent “industry, 
institutional, public service or brand preference advertising”; the advertise¬ 
ment must not exceed sixty seconds in duration; and it must be approved by 
a representative of the Commission prior to broadcast . 19 

The advertising of spiritous or ‘hard* liquor appears to be heavily con¬ 
centrated in certain periodicals. Indeed, an examination of such magazines 
indicates that a very significant proportion of their advertising revenue must 
be derived from advertising by distillers, most of which is in the form of 
full-page colour ads. Such advertising is chiefly of the brand preference 
type, although some of it carries overtones of the association of drinking 
with distinction of various kinds. Occasionally, there is advertising of 
a public service nature, as for example, an advertisement on the need 
to seek medical help for problem drinking. In one issue which car¬ 
ried this advertisement, however, there were several straightforward liquor 
advertisements by the same company. A ban on such advertising would un¬ 
doubtedly have a very severe impact on the advertising revenues of such 
publications. The question is whether such advertising causes sufficient harm 
to warrant such a ban. The assumption on which such a ban would be based 
is that the harm caused by the excessive use of alcoholic beverages is such 
that we are justified in attempting to prevent any encouragement of their use 
as much as possible. 

It is, of course, impossible to assess the extent to which such adver¬ 
tising encourages the use of alcohol. One can only assume from the invest¬ 
ment that is made in it that it is at least considered by the advertisers to 
encourage brand preference. What other message the advertising may carry 
is far from clear. Certainly, it is highly attractive and subtly suggests the 
association of certain products with distinction and social prestige. On the 
other hand, its exposure to the young is presumably less than that of adver¬ 
tising on the broadcast media and that of various forms of outdoor adver¬ 
tising. 

To be feasible a prohibition of such advertising would have to be intro¬ 
duced at the federal level. Because the periodicals which cany such adver¬ 
tisements are cither national in scope or originate outside of Canada it is 
not feasible for individual provinces to consider such a prohibition. 
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It would be preferable if there were a total prohibition of liquor adver¬ 
tising but if this were not considered feasible because of the substantial 
amounts of advertising revenue involved, we recommend that advertisers of 
alcoholic beverages be required by federal law to include in their advertise¬ 
ments a warning of the dangers of excessive use (e.g., “Danger to your health 
increases with amount consumed”) similar to that which is included in 
cigarette advertising. The text in such advertisements should also be confined 
to truthful, matter-of-fact description of the contents of the product and its 
effects on the human body. 

At the present time there is no federal regulation of the advertising of 
tobacco products, although there is some self-regulation by the industry. 
British Columbia is the only province that appears to have introduced any 
regulation of such advertising. 

Bill C-248, for the enactment of a Cigarette Products Act, was intro¬ 
duced in the federal Parliament by the Minister of National Health and 
Welfare and given first reading in June 1971 but was later abandoned, 
presumably as a result of pressure from the cigarette manufacturers and their 
willingness to undertake a measure of self-regulation. Bill C-248 would have 
prohibited all advertising or “promotion” of cigarettes to the public except 
for identification of products at point of purchase. It would also have set 
limits on the amount of nicotine, tar, and other constituents which cigarette 
products could contain, and would have required that all cigarette packages 
carry a statement of the amount of such substances contained in the smoke of 
the cigarettes, as well as a warning in the following terms: WARNING: 
DANGER TO HEALTH INCREASES WITH AMOUNT SMOKED, 
AVOID INHALING. The Act would have come into force on January 1st, 
1972. 

The industry code for self-regulation, entitled “The Cigarette Advertising 
Code of the Canadian Tobacco Manufacturers’ Council”, took effect on this 
date. Unlike the Bill, it docs not prohibit all cigarette advertising to the public, 
but only such advertising on radio and television. It requires that a warning 
in the following terms be clearly indicated on all cigarette packages: 
WARNING: THE DEPARTMENT OF NATIONAL HEALTH AND 
WELFARE ADVISES THAT THE DANGER TO HEALTH INCREASES 
WITH THE AMOUNT SMOKED. The Code does not appear to require 
that such warning be carried in advertising, but in fact all cigarette ads in 
periodicals appear to carry it. 

This may result in part from the fact that the regulations made under 
the Tobacco Products Act 20 of British Columbia require that not only every 
cigarette package but every advertisement of cigarettes in the province must 
carry a warning in one of the following three forms: 

WARNING: Cigarette smoking is harmful to you. 

WARNING: The Department of National Health and Welfare advises 
that danger to health increases with amount smoked. 
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WARNING: The Surgeon General has determined that Cigarette 
Smoking is Dangerous to Your Health. 21 

The third alternative is for the convenience of American advertisers. 

The media in which the advertising of tobacco is permitted in British 
Columbia, subject to the foregoing condition concerning cigarettes, are news¬ 
papers, books, periodicals, programs, circulars, price-lists or letters, vending 
machines, and the premises of sellers. Any other form of outdoor advertising 
(such as billboard advertising) and advertising in the broadcasting media 
would appear to be prohibited. 

In summary then, the advertising of cigarettes on radio and television 
in Canada is effectively prohibited in Canada, as a result of industry regula¬ 
tion, and all cigarette advertising must carry a warning of the dangers of 
smoking. The warning does not, however, as was originally contemplated 
by Bill C-248, caution against inhaling. The industry code contains a number 
of rules designed to reduce the impact of cigarette advertising on young 
people, including the use in such advertising of athletes, entertainers or other 
personalities likely to have special appeal to children or adolescents. More 
generally, the Code stipulates that cigarette advertising should be of the 
brand preference type and should not state or imply that smoking “is essen¬ 
tial to romance, prominence, success or personal advancement”. 

As with alcoholic beverages the issue is whether there should be a com¬ 
plete prohibition of such advertising. Once again, there would appear to be 
a significant reliance by periodicals (although not as great as in the case of 
liquor) on revenue from such advertising, and many of these periodicals 
originate outside the country. A total prohibition of all cigarette advertising 
would be preferable but if it is not considered feasible, for jurisdictional or 
other reasons, we would recommend, as in the case of alcoholic beverages, 
that the text in such advertising be confined to straight, matter-of-fact 
description of the contents of the product and its effects on the human body. 
Although we recognize that some protection Is involved In the warning that 
is now voluntarily carried in such advertising by the tobacco Industry, we 
recommend that It clearly convey the fact that the regular smoking of 
cigarettes, because of the dependence that develops, almost inevitably leads 
to the level of use that Is dangerous. We further recommend that such warn¬ 
ing be required as a matter of law by appropriate federal provision. 

The advertising of certain hazardous products which may be used for 
purposes of intoxication, in particular volatile substances, is regulated by a 
federal statute, the Hazardous Products ActP The regulations made under 
the Act provide that certain volatile solvents shall not be advertised or sold 
unless the label on their container carries the required warning of the dangers 
involved in use. These warnings indicate that the vapour is harmful and that 
one should not breathe the fumes from the substance. There is little danger 
that such substances will be advertised or promoted for purposes of intoxi¬ 
cation. The intervention of government is to require that labelling carry a 
suitable caution of the hazards incurred when they arc used improperly. 
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At the same time, if the warnings were too explicit they could encourage 
such use by what the U.S. Consumers Union report Licit and Illicit Drugs 
has called the “lure of the warning”. 23 

It is necessary now to consider the general effect of the media on non¬ 
medical drug use, and in particular, the extent to which the media may have 
encouraged illicit drug use. It is impossible to be certain but it is reasonable 
to assume that the publicity given to certain aspects of illicit drug use has 
aroused an unhealthy interest in it. Certain of the media appear to have 
been involved in favourable references to illicit drug use and even overt 
encouragement of it. The media that have been particularly guilty of this 
have been FM “rock” music radio stations and the “underground” press. 

Drug-oriented music may take one or both of two forms. Its lyrics may 
contain passages or expressions which can be taken as references to drug 
use, although this is at times a matter of interpretation. It may not reflect 
the original intent of the author of the song. The second form is not projected 
through the lyrics but through the music itself, which, it is claimed, often 
functions to enhance the effects of some forms of non-medical drug use. 

The modem era of drug-oriented music began about 1963 with the 
appearance of two songs “Puff the Magic Dragon” and “Walk Right In”, 
which, it is said, were running allegories about marijuana intoxication. The 
most notable proliferation of this form of music began, however, in 1965, 
with the advent of “folk rock”. Bob Dylan is generally regarded as the most 
significant pioneer of this form, with his song in that year “Mr. Tambourine 
Man”, a song full of strange, new images which told the story of a drug 
user trying to buy drugs from a Greenwich Village trafficker. 

As the use of psychedelic drugs increased both in North America and 
England over the following two years, more explicitly drug-oriented “rock” 
songs appeared. In “Rainy Day Woman”, Dylan himself decreed unam¬ 
biguously that “everybody must get stoned”. The Rolling Stones portrayed 
one kind of drug experience in “Get Off of My Cloud”, and publicized the 
“housewife syndrome” in a later song that dubbed the “little yellow (amphe¬ 
tamine) pill”, “Mother’s Little Helper”. The Mothers of Invention satirized 
the growing use of drugs in middle-class America in their album Frcakout. 
The English singer Donovan wrote “Mellow Yellow”, the product of a 
rumour in circulation at the time that the insides of banana skins, properly 
prepared, would induce a drug-like 'high*. 

The interrelationship of rock music with drug use was not confined to 
lyrics and double entendre references. A basic quality of the drug experience 
—distortion of time and spatial perception—was being captured in new 
styles of a ranging instrumentation. Increasing electronic sophistication made 
it possible, for example, to “twist and bend” the sounds from an electronically 
amplified guitar out of all recognition. 

In 1966 rock music groups who produced while under the influence 
of psychedelic drugs became prominent. The first track of a production by 
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Country Joe and the Fish was “Flying High”, a description of the musicians* 
adventures during an LSD experience. On the West Coast of the United 
States, such groups as The Grateful Dead, who admitted to consuming large 
quantities of LSD before performances, The Jefferson Airplane and Big 
Brother and the Holding Company produced drug-oriented music, which 
became known to its devotees as “acid rock”. The Beatles, perhaps the most 
popular and widely known musical group of the 1960s, produced an album 
entitled Sgt. Pepper's Lonely Hearts Club Band, about the same time in 
which there were numerous allusions to drug use and drug-oriented images. 

Throughout the period until 1969, some rock music groups proselytized 
for drug use, some were indifferent, and some like Steppenwolf, portrayed the 
‘pusher* in terms of severe condemnation, while allowing for the relative harm¬ 
lessness of “pills and smoke**. Throughout 1970 drug themes in rock music 
began to lose their prominence, and a change became evident by late 1970 
after Janis Joplin and Jimi Hendrix, two of the most prominent artists 
of the 1960s, died suddenly. Shortly after their deaths there began to appear 
a number of rock productions warning the young of the dangers of non¬ 
medical drug use. Some productions painted frightening images of the ad¬ 
dict and his needle. Others expressed a disillusionment with the creative 
value of hallucinogenic drugs—for example, the following lines by John 
Lennon of the Beatles: 

I seen through junkies I been through it all, 

I seen religion from Jesus to Paul, 

Don't let them fool you with dope and cocaine. 

Can’t do you no harm to feel your own pain 
I found out! 

The Canadian Radio-Television Commission docs not specifically pro¬ 
vide for the control of music associated with drug use. Nor arc there Indi¬ 
cations that the broadcast industry itself would welcome such an interven¬ 
tion. A number of FM rock radio program directors that were interviewed 
said they drew the line at outright endorsement of drug use from any quarter 
and said they would be prepared to change their attitudes if it could be 
proven to them that drug-oriented music did in fact lead young people to 
drug use. 24 

The “underground” or “alternate” press now publishes in a number of 
cities across Canada. Editorially speaking, most “underground” papers arc 
positively oriented to the recreational use of drugs. There has always been a 
basic consensus in the “underground” press that certain drugs have valuable 
properties and that the existence and enforcement of federal laws concerning 
drug use arc unethical and unacceptable. References to the drug experience 
find their way, without apology, into reporting, features and entertainment of 
every kind appearing in these publications. The degree to which this editorial 
policy may influence the non-medical use of drugs by the readership of the 
“underground” press is difficult to ascertain. No readership surveys have been 
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carried out in Canada but in the late 1960s such a survey was carried out 
by the East Village Other, a major “underground” publication in the United 
States. This survey showed that 98 per cent of the readership of this publica¬ 
tion had tried marijuana at least once and 77 per cent had tried LSD. Inter¬ 
pretation of these findings is difficult, since it cannot be ascertained whether 
thfc drug use was encouraged by the editorial posture of the publication, or 
whether the publication had a special appeal for readers who had already used 
these drugs. Although the editors of these publications assert that their 
readership expects to find in the “underground” press the ultimate con¬ 
firmation of ideas to which they already cling, it must be recognized that as 
early as 1968 in Canada the “underground” press was proselytizing indis¬ 
criminately on behalf of hallucinogenic drug use. The early history of these 
publications in North America is marked by a high degree of defiance of the 
present drug laws, and of curiosity and uncritical acceptance in relation to 
many types of drug use. 

By the spring of 1971 the preoccupation with non-medical drug use 
appeared to have diminished. Analysis of successive issues of American 
“underground” publications showed a progressive diminution in the space 
being devoted to this subject There also appeared to have been a qualitative 
change. Stories on the morality of drug use were giving way in Canadian 
“underground” publications to advice and discussion intended to provide 
practical information to young drug-using readers. One widely syndicated 
column, written by a California physician, provided information about the 
side cfleets and dangers of well-known and more obscure drugs. More space 
was being devoted to the dangers of heroin and amphetamine use, and wide 
discussion was given to those rock artists who had recently expressed their 
disillusionment with the value of LSD. In Canada, one West Coast “under¬ 
ground” publication ran a highly revealing feature by Black Panther Eldridge 
Cleaver during 1970. In the article, Cleaver delivered a scathing denuncia¬ 
tion of LSD and of Dr. Timothy Leary, the so-called high priest of psyche¬ 
delics, for being what he described as death-inspired and counter-revolution¬ 
ary. The trend of “underground” publications in Canada in 1971 was 
described by one Commission researcher as follows: 

Drugs have not ceased to provide an orientation or a rallying point, 

but the realization has developed that an alternative social order cannot be 

founded on their use alone." 

The question arises as to whether the law should specifically prohibit 
acts which encourage illicit drug use or exploit it as a dominant theme. 
French law makes it a criminal offence to incite a person to commit drug 
offences or to portray them in a favourable light. 2 * Counselling or aiding and 
abetting a criminal offence, such as trafficking or simple possession, is 
presently covered by the Criminal Code of Canada. (Sec Appendix F.4 
Applicable Provisions of the Criminal Code.) There is no necessity to create 
a special offence applicable to drug use to cover such conduct. The question 
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arises as to whether there should be an offence, similar to that of obscenity, 
consisting in the undue exploitation of illicit drug use. Our experience with 
the law of obscenity, which has given rise to critical re-examination, suggests 
that it would be unwise to create a new offence of this character. Direct, 
overt encouragement of conduct which is presently an offence under the 
drug laws is the matter of principal concern in this general area and is 
adequately covered by the offence of counselling. 27 
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Innovative Services 


Since the publication of our Interim Report, the Federal Government 
has demonstrated its support for the innovative services in a number of ways. 
The Non-Medical Use of Drugs Directorate (NMUD) was established by 
the Department of National Health and Welfare with a section specifically 
responsible for monitoring and evaluating these services. Regional offices 
were created to provide liason between local services and the Directorate. 
The Department of National Health and Welfare has allocated an increas¬ 
ingly substantial number of grants for the creation and operation of these 
services. In addition, funds have been available through Opportunities for 
Youth and the Local Initiatives Program. 

In 1970, the Commission strongly expressed its support for these ser¬ 
vices, recommending that they be encouraged both morally and financially. 
Satisfactory progress has been made in this regard. 

In Appendix M of this report we have updated and expanded upon our 
previous observations and have expressed some reservations about innovative 
services. In following their operation and development we have seen that 
some innovative services arc subject to many of the same pitfalls as the more 
traditional agencies. Some have become rigidly bureaucratic and remote from 
their clientele and original purpose; others have slipped into laxity and per¬ 
functory routine, losing sight of their clients* real needs and failing to evolve 
with the changing non-medical drug use scene. 

On the other hand, the innovative services have diversified greatly since 
the publication of the Interim Report. Many of them, realizing the decreasing 
urgency of their original purposes (providing emergency drug-crisis interven¬ 
tion, for example) have turned their attention to other fundamental problems. 
A great number have thus become less narrowly focussed on particular devi¬ 
ant populations and more broadly community-oriented, attempting to deal 
with the sources of social alienation which can promote the non-medical use 
of drugs. This broader outlook and community focus should be encouraged. 

As explained in Appendix M, wc feel that the time has come for the 
innovative services to elaborate their own criteria of success, and to sys- 
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tematically undertake self-evaluation on that basis. The Commission also be¬ 
lieves that better evaluative criteria must be developed by funding sources. 
Among the most appropriate would be the relevance of each group’s raison 
d’etre; for example, the difficulty the clientele may have in obtaining the ser¬ 
vices offered from traditional agencies, or the extent of the clientele’s reluc¬ 
tance to turn to those agencies. Another criterion would be the degree of 
genuine client participation in decision-making and the endogenous leader¬ 
ship development encouraged by the service. 

The Commission feels that the Federal Government could terminate its 
financial support of innovative services less abruptly than is now the practice. 
While the provinces must have the final decision regarding continued support 
of a service after two or three years of federal funding, federal grants could 
be gradually tapered off to ease this transition. In order to obtain the maxi¬ 
mum benefit from federal investment in the innovative services and the ex¬ 
perience acquired by service leaders, there must be close cooperation between 
the Department of National Health and Welfare and the various provincial 
health departments. Priorities, criteria for evaluation and modes of financing 
should be discussed jointly. 

A more detailed description of the character and evolution of innovative 
services, a discussion of some of the problems inherent in these services and 
their funding sources, as well as the Commission’s recommendations, may be 
found in Appendix M Innovative Services . 



Section XVI 


The Family and Spiritual Influences 


The Family 

We made some reference to the influence of the family in Section III 
Causes of Non-Medical Drug Use, and in particular to the study by Richard 
Blum and Associates entitled Horatio Alger's Children. Response to our 
Interim Report suggested that too little attention had been paid to the role of 
the family, and while the significance of the family was necessarily implied in 
many of our observations concerning the causes of non-medical drug use, this 
comment was probably justified. Certainly, we have become increasingly 
impressed in the course of our inquiry by the importance of the family in 
relation to the whole phenomenon of drug use, medical and non-medical, 
legal and illegal. Indeed, the family would appear to be the most important 
of the formative influences. A propensity to harmful drug use may often 
originate in the early years when the child is most susceptible to family 
influences. The example set by parents is critical, both in their own use of 
drugs and in the importance which they appear to attach generally to reliance 
on the use of drugs to relieve discomfort The capacity to accept our emotional 
cycle, tolerate frustration and to cope with stress all owe a great deal to family 
influence. Parents also have an important role to play in the development of 
attitudes toward the law. 

A good deal of helpful instruction about drugs can be given in the 
family if parents take the trouble to inform themselves accurately on essential 
matters of fact, but the most important thing to be conveyed is general 
attitude. This has to do with the importance which drugs arc to assume in 
one’s life. An example is set by the self-administration of drugs which arc 
intended for medical purposes. Parents will certainly influence the drug use 
of their children by the extent to which they make use of analgesics, tran¬ 
quilizers, barbiturates, and stimulants to cope with the aches, stresses and 
fatigues of daily living. If they rely very heavily on the use of drugs for such 
purposes they may encourage a similar reliance in their children. Then, of 
course, their use of tobacco and alcohol can also have a critical influence, 
particularly if they arc seen to be essential props to their poise and 
equilibrium. 
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Some take the view that most, if not all of these substances, can be 
taken in moderation with beneficial effect, and that the best influence that 
parents can have on their children’s attitude towards drugs is not to try to 
inculcate an unreal goal of abstinence but rather a healthy respect for drugs 
and an ability to use them wisely. This comes back to the question of what 
should be our general social objective with respect to non-medical drug use. 
We reaffirm our own view that it should be to encourage people to reduce 
their overall use as much as possible, but to the extent that they must engage 
in drug use, to assist them to make a wise use of drugs that will avoid harm 
as much as possible. The family is probably the most important and effective 
influence for laying the foundations for such an approach. 

This healthy respect for drugs—that they are potent substances with 
a potential for good and a potential for harm, and as such should be used 
with great discrimination—should be developed in the very early years. 
Essentially, it is a position that drugs are only to be used when necessary. 
The mother can have a very profound influence by the restraint which she 
exercises, for example, in the use of aspirin and other over-the-counter 
drugs for self-medication. At the same time, one must be careful not to 
develop an unreasoning distrust of drugs and a refusal to make use of the 
assistance that modern medicine can offer for a variety of conditions which 
seriously impair the capacity to function and to relate effectively to other 
human beings. Because an over-emphasis on the reliance on drugs has led 
to a general increase in the use of drugs for all purposes is no reason to go 
to the other extreme and to reject the benefits of a discriminating use of drugs 
altogether. 

There arc certain factors having a bearing on non-medical drug use 
which it is more difficult for the family to cope with or influence. These 
arc factors arising out of the general nature of modem life: the rapid rate of 
change with its frightening challenge to the power of adaptation; the bombard¬ 
ment of the nervous system by stimuli of all kinds; depression about some of 
the gigantic and seemingly insoluble problems that face humanity-over¬ 
population, pollution, depletion of resources, racial tension, continuous resort 
to war—and the resulting uncertainty about the future. 

The family, like other institutions, is influenced by a greater emphasis 
in the general atmosphere on pleasure, self-indulgence and enjoyment of 
the present This is fostered by the impression that everything is changing, 
that nothing is certain, that it is useless to plan or to sacrifice the present 
for a future that may never come. There is concern about spending too 
much time in work and not getting enough fun out of life. There is not the 
same feeling as there used to be that there will be time for everything before 
life is over. There is not the same readiness to put things off. All of this 
stimulates a general desire for experience and sensation of all kinds. It is 
in this general atmosphere of emphasis on present pleasure, in the family as 
elsewhere, that*drug use exerts its attraction. 
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It is difficult for parents today to assist their children to meet the 
challenge of change. Whereas previous generations could plan and prepare 
for a fairly specific future, having reason to believe that the things they 
were learning from parents and teachers would be relevant and useful in the 
future, modem youth does not have this assurance. It feels that very little 
of what the older generation has to convey will be of much use to it in the 
future. Take, for example, the older generation’s experience with the family— 
the most important formative influence and source of human satisfaction; 
this ought to be among the most important lessons which it has to transmit. 
Yet the family is under severe challenge and appears to be going through 
a profound change. This change is being brought about by (among other 
things) the revolution in the attitude towards the role of woman and the 
place of authority in the modem world. The nuclear family may continue to 
try to impart a certain sense of security and assurance but children instinc¬ 
tively know that they are moving into a new world. They perceive the essen¬ 
tial outline of its new relationships and new values but they arc uncertain 
as to how successful they will be in adapting to it. Parents and children 
must meet the challenge of adaptation together, although the children have 
farther to go. Parents can help by showing their awareness of the great 
uncertainty and anxiety of this adventure and by trying to reinforce confidence 
in the future. They can also show that they understand why their children 
must experiment and otherwise develop their capacity to cope with change. 
This, of course, docs not exclude the presentation by parents of their own 
values, attitudes and expectations, as in the case of Blum’s “low-risk” 
families, to which reference is made in Section III Causes of Non-Medical 
Drug Use . 

There is every reason to hope and believe that the sense of self- 
acceptance, personal security and responsibility that can be fostered by good 
family relations will continue to be serviceable in the new world into which 
the younger generation is moving. Understanding, openness and trust have 
been constantly stressed in the course of our inquiry as qualities that permit 
parents and children to communicate effectively. Such communication is 
one of the means by which family life as an important social structure can 
exert its constructive influence. 

Many of the problems involved in non-medical drug use result from 
the manner in which we react to it. The reaction of parents on discovering 
that their children have been engaged in non-medical drug use is of crucial 
importance. The first step is to try to maintain a sense of proportion about 
the relative danger and seriousness of the conduct. This, of course, depends 
on the nature of the particular drug use, and the degree of involvement. 
The second step is to try to discuss it rationally in order to bring out all 
the relevant factors and an understanding of what should be done about it. 
The third step is to avoid withdrawing personal support. We cannot think of 
any situation that can be improved by parental rejection or the denial of the 
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existence of facts and realities. There can be disapproval of specific conduct 
without rejection of the child. 

It must be acknowledged, however, that the influence of the family has 
been increasingly undermined by the difficulty which parents experience in 
being sufficiently informed in many areas in which their children have more 
sophisticated knowledge. It is for this reason that parents require drug 
education as much as their children. 

Spiritual Influences 

Although there were some notable exceptions, such as the United 
Church of Canada, the organized churches as such did not play a very 
prominent part in the Commission’s public hearings. Invitations to make sub¬ 
missions were sent to all the official church organizations, but only a few 
of them responded. We did, however, hear from many ministers of religion 
and laymen on what they felt to be the relation of religious faith and practice 
to the challenge presented by non-medical drug use. Subsequently, the Com¬ 
mission conducted a survey of opinion among the administrative heads of 
various religious denominations. A general theme that emerged from the 
opinion expressed to us by ministers of religion and others involved in 
the work of the churches was an over-riding concern with what they per¬ 
ceived to be a decline in spiritual values and a corresponding adherence to 
materialistic or hedonistic goals and values. A characteristic expression of this 
view was the following statement by the Board of Evangelism and Social 
Service of the United Church of Canada: M Wc have accepted too easily the 
hedonism of our North American culture, with each person interested in 
‘doing his own thing’.” 

According to our survey, the churches and other religious organizations 
like the Salvation Army have been involved in a variety of activities aimed 
at helping people with problems related to non-medical drug use. These 
include personal counselling, cooperation with and referral to community 
services of various kinds, informational and educational programs, the pro¬ 
vision of shelter, and special facilities and activities for youth. Some of the 
churches have been actively involved in the sponsorship of innovative services 
of various kinds. 

Religious faith obviously has an important role to play in relation to 
non-medical drug use. This faith, and the strength that derives from it, can 
assist the individual in his struggle to avoid or overcome dependence on 
drugs. Its force has been demonstrated in the work of Alcoholics Anonymous. 
Involvement in groups or movements of a mystical, altruistic or religious 
tendency has apparently permitted many persons to renounce the excessive 
use of certain drugs. For example, a small proportion of drug users have 
found in certain eastern religious disciplines the inspiration which has helped 
them to abstain from drug use or at least to use drugs with more moderation. 
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There is another important principle involved in the work of Alcoholics 
Anonymous that should also flow inevitably from religious conviction, and 
that is involvement in helping others. It is a cardinal principle of Alcoholics 
Anonymous that alcoholics become involved in helping others as part of their 
own rehabilitation. Excessive drug use often reflects an excessive preoccupa¬ 
tion with self—with one’s moods, state of mind, sensations, discomforts and 
pleasures—and an insufficient involvement with others. Involvement in being 
of service to others can act as a prevention and a remedy. 

There are many manifestations of spiritual concern among young people 
today. The whole re-examination of our values, in which young people have 
played a catalyzing role, has a certain spiritual aspect. It is concerned with 
rediscovering the essential nature of our humanity and our duty to our 
fellow man. From some source of inspiration has come a strong desire in 
many young people to be of service. Perhaps they do not constitute a 
majority but they are certainly a significant minority. They increasingly seek 
a role that will help them to express their individuality but at the same time 
will give meaning and value to their lives. More and more of them are 
seeking this value in trying to be of help to others. 

There is a great potential in this spirit for constructive alternatives to 
drug use. There is much work to be done in the community to be of help to 
others: with youth, with the aged, with immigrants, with native peoples, and 
with the handicapped, the poor and the underprivileged generally. There has 
been support for many such enterprises from both government and private 
agencies. There is great scope for such service in the field of drug use itself. 
As we said in Section XI Social Rehabilitation above, we require many more 
people—a whole new lay ministry—with the dedication, the patience and 
the practical skills to work in a one-to-one relationship on the rehabilitation 
and social reintegration of persons trying to escape from the misery and 
defeat of drug dependence. 
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of 

Marie-Andrie Bertrand 


INTRODUCTION 

I hasten to stress that I am entirely in agreement with my colleagues* 
objectives of limitation, control and maximum possible reduction of hard 
drug use in Canada. I share their concern for restricting the use of opiate 
narcotics and strong hallucinogens, and for preventing the spread of such 
use to hitherto unaffected strata of the population. Not only do I share their 
objectives in this, but I propose even greater stringency than they with re¬ 
spect to the manufacture and illegal trafficking of hard drugs. My recom¬ 
mendations will include even more severe penalties and other measures that 
seem to me likely to be more effective in combatting illegal importation and 
trafficking than those proposed by the majority. 

Reducing hard drug use in Canada, then, is our common goal. I cannot, 
however, concur with the measures proposed by my colleagues in pursuit of 
that goal. I do not believe that the best way to restrict or discourage hard 
drug use is by retaining the present laws making possession of opiate nar¬ 
cotics and strong hallucinogens a criminal offence. Nor do I agree with the 
recommendation that users of opiates be subjected to compulsory treatment. 

In short, my position with regard to the handling of hard drug users 
differs from that of my colleagues on two points: 

1) retention of simple possession of opiates and strong hallucinogens as a 
criminal offence (under the Narcotic Control Act and Part IV of the 
Food and Drugs Act); and 

2) commitment of opiate-dependent persons for compulsory treatment; 
subjecting an individual against his will to measures intended to change 
his habits and life style. 

I shall first explain my opposition to retention of the criminal offence of 
simple drug possession, even for hard drugs. I shall then give my reasons for 
rejecting the use of criminal process as a point of departure in the treatment 
of opiate-dependent persons. 
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Having discussed these two points, I shall put forward measures for deal¬ 
ing with drug users that seem to me more appropriate than recourse to 
criminal law. In particular, I shall describe certain educational and treatment 
programs which in my opinion should be substituted for criminal law sanc¬ 
tions. I shall also suggest controls that might be imposed and other action 
that might be taken with respect to traffickers and importers of drugs of all 
kinds. 


THE FUTILITY OF THE OFFENCE OF SIMPLE POSSESSION 
AS A DETERRENT TO DRUG USE 

There are objections of both principle and practicality to the invocation 
of criminal law against the authors of crimes without victim; a classic exam¬ 
ple of such crime is the possession of drugs for one’s own use. 

Using the criminal law for controlling behaviour which amounts only to 
an individual’s personal life style, custom or private conduct is overreaching 
the intent of the criminal law, inasmuch as it overreaches the intended effect. 
Such application of the criminal law is in fact an abuse of a powerful instru¬ 
ment of control, with inescapable practical and moral consequences. Where 
there is no victim of a crime, and therefore no complainant, apprehension 
and prosecution take on a most singular character, requiring exceptional pro¬ 
cedures and methods that amount to infringement of the civil liberties of 
individuals. Search, arrest and prosecution in cases of simple possession of 
drugs are precisely of this nature. In such cases it has been the State’s will to 
set aside the normal presumption of innocence and the inviolable right to 
immunity from arrest and search of person and premises in the absence of a 
warrant; the State appears to regard the possession of opiate narcotics in 
itself as a grave danger, and persons suspected of it must at all costs 
be apprehended. Legal action against users of strong hallucinogens likewise 
involves exceptional procedures of arrest. 

The degree of deterrence and control expected in justification of these 
special measures has simply not been realized. The number of convictions for 
heroin possession has risen from 243 in 1964 to 630 in 1972. Convictions 
for possession of strong hallucinogens have far from diminished (1,014 in 
1970, 1,210 in 1972 for LSD and MDA). It is almost redundant to recall 
that convictions for cannabis possession have risen astronomically, from 25 
in 1964 to 10,695 in 1972. 

Furthermore, conviction or even apprehension statistics provide at best 
only a vague indication of the extent of use. Police reports alone record an 
increase in the number of known opiate addicts from 2,947 in 1964 to 8,958 
in 1972, and these totals do not include professionals who are addicts (largely 
medicine-related) or persons who are drug dependent as a consequence of 
medical treatment. As the majority report observes, law enforcement agents 
have endeavoured to “contain” the phenomenon by keeping it in sight. Until 
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recent years, the police knew or thought they knew most addicts and could 
identify newcomers among them. Events, however, have shown their control 
tactics to be ineffective to say the least. Nor have the penalties provided by 
law, even as severe as they are, prevented a million Canadians from smoking 
marijuana and hashish during the past year. Many people tend to think that 
cannabis users are no longer jailed, and that is one reason for the increased 
use of the drug, but in 1972 there were over 560 prison sentences meted 
out for simple possession of cannabis. 

The evidence has to be believed. Criminal law prohibition of simple 
possession, despite the high cost of its application to opiates and cannabis, 
has not prevented convictions for simple possession from tripling in the case 
of opiates between 1964 and 1972, and from multiplying over 425 times in 
the case of cannabis. Furthermore, we would probably have to multiply the 
number of convictions by 100 to have an idea of the number of drug users 
there are at any given time. Both hard and soft drugs are now being used by 
new segments of the population, and these segments are so heterogeneous and 
scattered that the old police practices have become quite ineffective, as the 
majority report observes. 

The use of the criminal law where possession and use of drugs is 
involved may strictly speaking be justified by the pedagogical intent of the 
law, as the majority report observes. The legislator, however, does not appear 
ever to have fully appreciated that aspect of the law. To be effective, the 
pedagogical intent should be clearly stated and tailored to the circumstances. 
In particular, prohibitions and penalties would need to be proportioned to 
the relative potential for harm attributable to each injurious substance. This 
is far from the case. The laws regarding possession are inconsistent and un¬ 
related to the gravity of the consequences entailed in the use of the various 
drugs, for the user himself and for others. Alcohol, which is by far the most 
potentially harmful and most criminogenic psychotropic substance, is distri¬ 
buted under government control and enjoys great popularity. Tobacco, whose 
potential for harm is well established, is sold freely under the law except to 
minors. The amphetamines, which are not far behind alcohol in harmful and 
criminogenic potential, are not subject to criminal law prohibition of posses¬ 
sion, and it is not recommended in the majority report that they should be 
made so, in recognition of the certain ineffectiveness and extreme awkward¬ 
ness of such a measure—of the futility, in short, of any extention of the 
offence of simple possession. The barbiturates, which head the list in causes 
of death by suicide, are subject to no prohibition of possession and their con¬ 
trolled distribution does not work as intended. Prescription control is no deter¬ 
rent for anyone who really wants them; recent polls carried out in Toronto 
show that young people obtain them with great ease. The minor tranquilizers 
arc very accessible, prescription control being once again ineffective. Cannabis, 
whose real potential for harm is not established, is still classified as a narcotic. 
Though many courts tend to give relatively light sentences for possession of 
marijuana and hashish, under the law the possession of these drugs remains 
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a punishable offence, and during 1972 there were still well over 500 incar¬ 
cerations for simple possession. Volatile solvents, which have a high poten¬ 
tial for harm, are subject to no legal prohibition whatever, and, desirable 
though it might be, control of their distribution and use would be quite impos¬ 
sible due to their wide normal use for household and other purposes. The 
strong hallucinogens, whose abuse can be extremely harmful but which are 
not apparently criminogenic and do not cause dependence, are subject to a 
prohibition of possession, but only under the Food and Drugs Act, whose 
“moral” impact certainly appears less onerous that that of the Narcotic Control 
Act. This impression is reinforced by the large number of witnesses appear¬ 
ing before the Commission who have recommended that cannabis be reclassi¬ 
fied under the Food and Drugs Act rather than left under the Narcotic Control 
Act, on the ground that cannabis is not pharmacologically an opiate narcotic 
and does not warrant inclusion in the more “incriminating” statute. 

As can be seen, the contradictions and inconsistencies in the legal 
classification of drugs are considerable, weakening the pedagogical value of 
the classification. Any lesson that might be drawn by Canadians from the 
inclusion of a substance in a strictly controlled category of drugs or medica¬ 
tions is therefore lost. The ordinary citizen, seeing the assertions implied by 
the law frequently belied by pharmacological fact or the effects that he him¬ 
self experiences in the use of drugs, has long since ceased to look for a 
relationship between the harmfulness of a substance and its classification 
under criminal law. In this domain, it must be said that the criminal law is 
thoroughly outdated and outworn. 

It seems particularly illogical, ineffective and inhumane to use the 
criminal law against opiate dependents. If there is anything which ordinary 
citizens and scientists unanimously recognize, it is the high dependence- 
creating potential of the opiate narcotics. And yet in flagrant self-contra¬ 
diction, on the one hand we define heroin and other opiate addicts as 
vulnerable and dependent individuals with a compulsive physiological or 
psychological drug need (or perhaps both), and on the other, we react to 
their dependence with police searches, apprehension, detention in police 
cells, criminal trials, fines and incarceration. We make criminals out of 
people whom we consider to be suffering physical and psychological dis¬ 
orders; we impose punishments which further alienate people who arc 
already alienated enough, and often suffer quite sufficiently from that alone. 
What the opiate-dependent person needs is not harassment but compassion, 
not imprisonment but education and medical and psychiatric treatment. 

Not only is criminal law prohibition proving ineffective in curbing the 
rising use of opiate narcotics and strong hallucinogens, but it creates illicit 
markets in which the cost of these drugs is exceedingly high and fluctuating 
and the supply uncertain. Since an opiate dependent's need for his drug is 
compulsive, most street addicts commit crimes against property and even 
crimes of violence when they no longer have the drugs they crave or the 
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money to obtain them. And in this atmosphere of clandestinity and illegality, 
the black market, we can be sure, takes full advantage of the demand. 

The State’s expenditure of public funds in detecting, apprehending and 
convicting users of opiates and strong hallucinogens is not justified, in final 
analysis, by the results obtained. Until recent months, the police have claimed 
to know most heroin addicts, and have made a policy of arresting them from 
time to time. But many drug-dependent persons learn to live with this police 
harassment, which in any event does nothing to relieve them of their 
dependence. The inconvenience and risk of apprehension seem to be amply 
outweighed by the pleasurable effects and satisfaction to be had from con¬ 
tinued use of opiate drugs. We have seen, furthermore, that today there is 
a whole new population of addicts who are unknown to the police. The same 
applies with slight variations in the case of strong hallucinogens. 


COMPULSORY TREATMENT: AN ILLUSION 

With the criminal law process as justification and point of departure for 
intervention, my colleagues propose that persons apprehended for simple 
possession of opiates and proven to be drug-dependent be subjected to a 
controlled course of treatment. The measures they suggest are certainly an 
improvement over the present situation; their inspiration is indeed a more 
humane philosophy than that underlying simple apprehension and incarcera¬ 
tion, or methadone maintenance without alternative. 

Nevertheless, in my opinion the process of catchment they propose, 
and its underlying principles, arc irreconcilable with the intended goals. 

What my colleagues envisage is that the dependent opiate user will be 
compelled to give up his dependence or transfer it to something else. It must be 
remembered, however, that drug dependence factors arc of two kinds, 
physical and psychological.' 

It would seem that there arc only two ways of overcoming the physical 
factors. The first is through a medication or substance which blocks the 
effects of the opiate, particularly heroin; this, called an antagonist, would 
be one additional weapon in the chcmo-thcrapcutic armamentarium. The 
second is a substitution program, generally using methadone. Strictly speak¬ 
ing, substitution of one drug for another is not treatment. 

The psychological factors of drug dependence arc no less problematical. 
They arc many and, depending on the individual, greatly varied. 

It is illusory, in my opinion, to expect to overcome all these factors 
without the complete cooperation of the patient. Therapists attached to penal 
institutions arc well acquainted with the dilemma. The best individual and 
group programs of compulsory therapy have failed so far because of the 
necessarily authoritarian framework and lack of free choice for patients. The 
compulsory confinement for education and possible treatment of the 
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dependent person recommended by my colleagues is predicated on prior 
arrest, with imprisonment to follow, of course, if the patient will not accept 
any of the modes of treatment offered him during the period of his or her 
confinement But apprehension and threat of imprisonment are generally 
regarded as a form of arm-twisting by opiate dependents, which is hardly 
conducive to any real change of attitude, and it is essentially change of 
attitude that my colleagues hope to achieve in order to bring about a change 
in habits and relief from the physical and psychological craving for drugs. 

Compulsory treatment therefore seems to me to be a contradiction in 
terms. Furthermore, results obtained by the most highly regarded programs 
in the field are unimpressive. For example, the latest evaluation of Corona 
(California Rehabilitation Centre) shows that barely 20% of patients trans¬ 
ferred from confinement to supervised outpatient status remain drug-free for 
as long as three years. There is reason to wonder whether a success rate 
of this order justifies our launching such a complex program, or the coercion 
to which thousands of patients would have to be subjected in order to achieve 
it, to say nothing of the social, moral and financial costs involved. 

In inducing abstinence, the therapeutic communities appear to have 
the best record, but their capacity is very limited and they attract only a 
small percentage of chronic drug users, particularly since most impose total 
abstinence from the moment of admission; many of them, moreover, require 
that their clientele be strictly voluntary . 

Methadone maintenance treatment (“treatment” being a misnomer 
here, since methadone is an opiate with equal or even greater dependence- 
producing potential than heroin) may be effective in preventing a patient 
from escalating his use of other drugs, given adequate supervision. Some 
parolees and probationers on methadone maintenance apparently work and 
lead relatively normal lives. Nevertheless, it must be admitted that metha¬ 
done is simply the State’s drug (the one tolerated and even offered by the 
State), whose major advantage over heroin is that it seems to enable some 
patients to function and hold more or less regular jobs. This raises the 
question of whether the State has the right to force substitution of one 
dependence-producing drug for another, particularly when it is known that 
there is illicit marketing and use of the substitute. 

We should take a hard, unbiased look at the objectives of therapeutic 
intervention in the case of chronic opiate users. What arc we treating them 
for, what arc we aiming for, and why? Do we wnnt dependent persons to 
become total abstainers, transfer their dependence from one substance to 
another, or to something quite different? What right has the State to dictate 
the substitution of one dependence for another? In short, what do we mean 
by “treatment”? 

Take compulsory treatment; its very principle is highly questionable. 
There arc serious ethical and socio-political implications in the State's in- 
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trusion on the private lives of Canadians on the pretext that their health is 
endangered. Surely there should be limits to the State’s responsibility in the 
private lives of citizens. Otherwise we risk having the State stoop to a legalistic 
moralism as unwholesome and invidious as that exercised by churches and 
commercial interests at certain periods of history. 


CONTROL AND LIMITATION OF HARD DRUG USE 
WITHOUT RECOURSE TO CRIMINAL LAW 

I believe in the necessity of controlling and limiting hard drug use, but, 
contrary to my colleagues, I do not believe that this will best be achieved 
through recourse to criminal law with respect to users, I do not think that 
branding drug users with criminal records will induce them to break their 
habit or persuade others not to begin. It seems to me that the time has come 
for a more humane, more realistic, and in fact probably more practical attitude 
toward those who use hard drugs, particularly opiates. Criminal law prohibi¬ 
tions and other such measures should be supplanted by controls of other 
kinds reflecting a less punitive approach. 

First of all, simple possession of opiates and strong hallucinogens should 
cease to be considered criminal acts. There should be no offence of possession 
or use for any of the drugs. This does not of course mean that hard drugs 
should be decontrolled completely; what we need is to replace the present 
system with a new set of more effective and more humane controls. 

If there were no offence of possession, in what other ways could the 
State control the use of hard drugs? As I sec it, there arc five: 

1. Limits on the importation, manufacture and marketing of drugs for medi¬ 
cal purposes, whose abuse fuss created a climate that encourages the use 
of psychotropic substances in general. 

2. Effective controls over the importation, manufacture and distribution of 
opiates and strong hallucinogens and safeguards against the diversion of 
legally manufactured drugs to illicit markets. 

I shall return to these first two points later. 

3. Confiscation of opiates and strong hallucinogens found in the possession 
of persons apprehended for reasons other than drug possession, and of 
large quantities of medical drugs for which no fustification can be pro - 
duced (a medical prescription, for example ). This would involve no 
search, arrest without warrant or prosecution of drug users as such. 
However, just as a motor vehicle driver for a variety of reasons may be 
called upon to show his vehicle registration and driving permit, and 
possibly to demonstrate his fitness to drive, so persons found to be 
in possession of substantial quantities of injurious substances should 
have to show a medical prescription or other proof of recognized and 
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legitimate need for them. Unauthorized possession, that is to say, the 
fact that they could only have been obtained illegally, would justify con¬ 
fiscation. 

4. Information and education, the best of all methods for promoting desir¬ 
able habits and attitudes. Well run, realistic and convincing publicity 
campaigns would help Canadians to make informed and sensible judg¬ 
ments about drug use. The slogan “speed kills”, spread by the drug cul¬ 
ture itself in Canada and the United States, has diverted many a speed 
user or potential user from this type of drug use (amphetamines taken 
intravenously). In Sweden, the dangers of speed have been very effec¬ 
tively publicized through graphic roadside billboards. The abuse of bar¬ 
biturates and certain tranquilizers would justify such tactics. The torment 
of opiate dependence and the unenviable future in view for the heroin 
addict could be depicted in this way too. 

5. Controlled, legalized sale of opiates. In view of the high relative depen¬ 
dence-producing potential of opiate narcotics, these drugs cannot continue 
to be prohibited as rigidly as they are at present. Provincial or regional 
clinics should be established for dispensing opium,* heroin, demerol, 
methadone and other synthetic opiate derivatives to authorized purchas¬ 
ers at very moderate prices. A drug-dependent person who agrees to have 
his dependence determined and recognized, and to submit to monitoring 
(urinalysis or examination of needle traces on the skin), would be 
authorized to obtain the drug on which he is recognized to be depend¬ 
ent, or another, possibly less harmful one. If the chances of his being 
freed of his dependence were real, the clime staff would try to convince 
him of it; they would propose gradual withdrawal through controlled 
reduction of dosage, or a substitute, which in turn he would try to give 
up progressively, or else various forms of individual or group therapy. 
Or it might be suggested that he swap his preferred drug for another, 
providing the substitution would be of real benefit both socially and for 
the user himself. The dime should have no coercive power, however. 

The patient would be required to take his drug at the clinic, for the first 
three or four months at least, to prevent the drugs dispensed from being 
trafficked; but the clinic would not insist that he take it orally instead 
of intravenously, since, if he did not feel capable of making the change, 
such a requirement might drive him back to the illicit market. 

Clinic personnel, besides psychiatrists and other members of the medi¬ 
cal profession, should include young people, former opiate dependents, 
psychologists and social workers who would research the patients* depen¬ 
dence histories. On the basis of the research, the psychiatrists and psy¬ 
chologists, assisted by the ex-addict staff, would propose forms of therapy 
likely to reach the true roots of each patient’s dependence. 

When I stress that drugs dispensed by these clinics should be very 
moderately priced, it is not to make them more easily obtainable, but to 
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eliminate discrimination against the socio-ecnomically disadvantaged and 
to minimize the temptation to resort to illicit markets. 

There are four important arguments for controlled availability of all 
opiates: 

(a) The interrelation of two factors; the dependence-producing charac¬ 
teristic of these drugs, leading to compulsive efforts to obtain them, 
and the absence of legitimate supply. This is at the root of a great 
many crimes and other antisocial conduct on the part of users. The 
poor health suffered by tnany heroin addicts, besides, is more often 
attributable to the disordered life an addict must lead in order to 
satisfy his habit than to the drug effects themselves. 

Criminal activity related to the obtaining of drugs would be con¬ 
siderably diminished with the existence of legitimate sources of sup¬ 
ply. I am not under the illusion that all drug-dependent persons 
would accept the conditions of using the legitimate clinics for their 
drug supply, but, according to responsible observers, over 60% of 
the opiate-dependent population would be attracted to such a plan 
and would respect its strictures, and the percentage could be higher. 

(b) The illicit markets would be deprived of two-thirds of their clientele, 
with obvious salutary consequences. 

(c) The rather mystical qualities and overblown virtues of opiates 
(in the eyes of users) would assume more realistic proportions in 
a context of controlled legal distribution, and these drugs would 
thus lose much of their exotic appeal. 

(d) If it is true, as some observers claim, that the early heroin user 
will often press his friends to try the drug, for both psychological 
and financial reasons (selling the drug to help finance his own 
supply, in particular), the incidence of such "contagion " could 
diminish greatly with the existence of legitimate sources of supply. 

These clinics should be kept under continual surveillance and evaluation 
during at least the first three years of their operation. For this purpose 
a special committee or board should be given a mandate to examine 
the following in particular: 

(a) the number and characteristics of those who identify themselves 
as drug-dependent persons; 

(b) the operating costs of these “opiatc-dcpcndcncc clinics”, in com¬ 
parison with the costs of surveillance, apprehension, prosecution 
and incarceration of addicts under a system in which they must 
lead a deviate and criminal existence; 

(c) year-to-year changes occurring in the clinic clientele; and, 

(d) the extent of continued contact with and recourse to illicit markets 
among clinic clientele. 
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MEASURES FOR COMBATTING ILLEGAL IMPORTATION, 
MANUFACTURE AND SALE OF HARD DRUGS 

Better Use of Police Resources 

It is cynical, or at best singularly inept, for the State to keep police 
forces busy detecting and apprehending cannabis users, even opiate and 
strong hallucinogen users, while large quantities of hashish, marijuana, 
amphetamines, hallucinogens and heroin are being smuggled into the country 
every day and every week, and large quantities of legally manufactured- 
amphetamines are being stolen or diverted from their original destinations 
and sold, on the black market. It defies comprehension how the police can 
believe it useful, as they claim, to concentrate on arresting heroin addicts, 
whom they know and who are not necessarily causing any serious harm, while 
large thefts of medical drugs are being perpetrated and illegal importation 
of opiates goes on apace, virtually unchecked. The present manner in which 
police manpower and resources are being employed suggests that the State 
jias no serious policy for the control of drug importation, manufacture and 
trafficking. 

The money and time spent on police surveillance and apprehension of 
drug users could be much more usefully employed: 

1) in larger police formations than the present narcotics squads, composed 
of more highly specialzed police personnel with reliable, up-to-date 
knowledge of the illegal drug transfer and distribution networks (see 
Appendix B Legal and Illegal Sources and Distribution of Drugs ); 

2) in surveillance of pharmaceutical manufacturers, including analysis of 
foreseeable surplus production and what is done with it; and, 

3) in detection of illicit laboratories. 


Sporadic, spectacular (but all too infrequent ) seizures of large quan¬ 
tities of heroin and cannabis* can hardly obscure two facts: 

1) there is no shortage of these drugs in Canada; and, 

2) on the admission of Interpol itself, barely ten per cent of the traffic in 
opiates is suppressed by lov enforcement. 


. The demand for hallucinogens is apparently being met by imports and 
illicit laboratories. 


As for amphetamines, used non-medically, we sec from Appendix B 
that a significant proportion comes from legitimate Canadian and American 
manufacturers. We therefore cannot escape the fact that large surpluses of 
stimulants are being knowingly produced by recognized firms. 


* For 1972, the DD.D. registers 2 convictions for Importing heroin and 33 Jor Importing 

i ^ the t 3 ™?**'**?*™ h^ed out 11,431 convictions Jor simple possession of 
the various drugs prohibited under the Narcotic Control Act. 
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We have seen that, in the United States, not only have law enforcement 
agencies been unable to stop the illegal importation, manufacture and traf¬ 
ficking of drugs, but certain of their agents have been party to these criminal 
activities, with large sums of money passing into their hands. The possibility 
of a similar situation in Canada should be given close scrutiny. 

Additional Penalties for Illegal Importation, Manufacture and 
Distribution 

Fines and penalties for tax evasion should apply as a matter of course 
to persons convicted of large-scale illegal importation, manufacture or dis¬ 
tribution of drugs. 

Criminal law penalties for illegal importation, manufacture and distri¬ 
bution of drugs should be reconsidered and proportioned: 

1) to the real relative potential for harm of the various drugs; 

2) to the quantities illegally imported, manufactured or distributed; and, 

3) in the case of traffickers, to the youth and vulncrabiliy of the population 
reached by the illegal distribution. 

The illegal manufacture of amphetamines or the shipment of legally 
manufactured amphetamines to fictitious customers or customers of uncertain 
identity should be punishable by from two to five years* imprisonment and 
heavy fines. Manufacturers who cannot account for thefts or disappearance 
of drug Inventories should be liable to the same penalties as importers. 


THE DANGERS OF IMMODERATE USE OF MOOD-CHANGING 

SUBSTANCES 

The non-mcdical use of drugs in Canada is largely attributable to the 
very casual attitude throughout the country toward mood-changing sub¬ 
stances in general. 

1. The prescribing practices among physicians, spurred by the pharma¬ 
ceutical industry and its salesmen, have encouraged a “pill-popping” 
mentality among Canadians. 

2. Brewers and distillers have been wooing the populace with assurances 
that alcohol counteracts a great many evils. 

3. Tobacco manufacturers have outdone themselves with their advertising, 
urging us to smoke for the same reason. 

4. The Canadian and provincial governments, cither directly with policy 
and legislation or through administrative decisions by senior officials, 
have on occasion helped to create and foster a climate in which the use 
of drugs, medicines and psychotropic substances of every description is 
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taken for granted; what is worse, they quite commonly authorize peni¬ 
tentiary and prison wardens, and also medical and administrative 
authorities of hospitals, mental health services and homes for the aged, 
to use or permit the use of tranquilizers, barbiturates and ",sedatives' 
in all forms, gas, liquids, tablets, capsules and infections, daily and 
excessively, to a degree unjustifiable either medically or morally. Some 
institutions no longer even feel it necessary to justify multiple drug use 
for controlling or calming their inmates or putting them to sleep. 

5. Both the State and the medical profession seem more obsessed with 
keeping control over the use of mood-changing substances than con¬ 
cerned about their harmfulness or the health and well-being of the 
people. Availability and use are supposedly controlled by prescription, 
but prescribing practices are ill-founded to say the least; the young and 
the poor, for instance, are denied access to medical drugs that well- 
heeled adults can and do have prescribed for them when and how they 
want, with the result that the privileged often make unnecessary, exces¬ 
sive and careless use of them, while the rest look on, and naturally 
enough are tempted to use them too if the opportunity arises. 


RECOMMENDATIONS 

1. At the close of three and one-half years of study, inquiry and reflection, 
my most urgent recommendation is that a permanent Commission for 
the Supervision of the Medical Use of Drugs be established at 
the earliest possible moment, under the authority of the Governor- 
Gcncral-in-Council, to examine the prescribing practices current in the 
medical profession and rectify them. It is also urgent that it inquire into 
the use of medical drugs in prisons, penitentiaries, mental hospitals and 
institutions for the aged and for disturbed and hyperkinetic children. 
Thirdly, this commission should exercise close and continued surveil¬ 
lance over all aspects of the importation and manufacture of drugs for 
medical purposes, especially amphetamines, barbiturates and tran¬ 
quilizers. 

2. (a) Simple possession of opiate narcotics and strong hallucinogens 
should cease to be classed as a criminal offence under Canadian criminal 
law statutes. 

(b) There should be no offence subject to criminal law sanctions for 
possession or use of any of the drugs. 

(c) Opiate narcotics should be legally classified with the controlled 
drugs. 

(d) Opiate narcotics and strong hallucinogens found during police in¬ 
vestigation of a suspected crime or misdemeanour should be subject to 
confiscation, failing production of a medical prescription or other justi¬ 
fication of possession. 
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3. Provincial or regional clinics should be established in Canada with 
responsibility for the clinical and scientific determination of the true 
state of opiate dependence of any person who consents to submit to the 
tests necessary for the purpose. 

4. These clinics, having determined a person to be a drug-dependent, should 
also be responsible for providing him with the substances necessary to 
him, at very moderate prices. 

5. Special committees or boards should be appointed by federal and pro¬ 
vincial health ministers to assure strict supervision of the operations of 
these clinics and to carry out a continuous evaluation of them during 
at least their first three years of operation. 

6. Genuine efforts should be made by the various levels of government, in 
cooperation with the medical profession, colleges of pharmacists and 
parent and teacher assocations, to create in Canada a climate of moder¬ 
ation, restraint and control with regard to the use of drugs for medical 
purposes, tobacco, alcohol and other drugs. 

The pharmaceutical, brewing, distilling and tobacco industries, having 
contributed to the current popularity and abuse of pharmaceutical prod¬ 
ucts and psychotropic substances, should take steps to inform the 
public fully and effectively in future, with particular emphasis on the 
importance of moderation in the use of these harmful substances. 

Educational campaigns, to be effective, must observe three conditions: the 
information must be strictly accurate; the authority of those communicating 
the information must be beyond question; information directed toward drug 
users must be couched in language current in their milieu, reflecting accurate 
and unpatronizing understanding of them. 
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INTRODUCTION 

The major point of difference between my colleagues and myself is the 
matter of the most appropriate response to the problem of the opiate narcotic 
user. 

Before presenting my conclusions I have reviewed at some length prob¬ 
lems concerning the control of the illicit production and distribution of the 
opiate narcotics and the role of the user of these drugs as a pernicious influ¬ 
ence leading others to use them. These subjects are dealt with in Appen¬ 
dices B, C and D. I refer to them here not to suggest that my colleagues arc 
any more optimistic than I about the prospects for control of production and 
distribution or that they treat less seriously than I the social dangers of the 
user. We arc, I am sure, in full agreement on these matters. I raise them, 
in summary form, simply to set the context of my recommendations and to 
underline the factors which have been particularly important in leading me 
to ray conclusions. 


THE CONTEXT FOR SOCIAL POLICY 

The Rapid Increase in the Use Of and Addiction to the 
Opiate Narcotics 

Notwithstanding the real inadequacies in our statistics it is clear that 
there have been recent alarming increases in the non-medical use of the 
opiate narcotics, particularly heroin and methadone. Not only has the popu¬ 
lation of users and addicts increased, but it appears to be growing at an 
accelerating rate. For instance, the number of 'street addicts* reported by 
D.N.C. rose in 1968 by 123, in 1969 by 275, in 1970 by 918, in 1971 by 
1,728 and in 1972 by 2,460. The actual number of new users was no doubt 
very much larger in each year. There seems little reason to believe, on the 
basis of cither Canadian or American data and experience, that the problem 
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has peaked. Moreover, rather large populations at high risk of beginning 
opiate narcotic use are present in Canada. 

It is evident that over an extended period of time increases in heroin 
use often come in waves. For example, in Chicago there was a marked in¬ 
crease in use immediately following the Second World War. This particular 
epidemic reached its peak in 1949. There was then a decline in the numbers 
beg innin g heroin use during the 1950s and an increase again in die later 
1960s. This pattern has been observed in a number of other cities. The 
phenomenon is mentioned here because of the risk that any drop in the 
numbers of new users appearing in the statistics of a particular year might 
be too readily taken as an indication that the problems of opiate narcotic 
use are coming under control. 

It must also be pointed out that a study of national or even provincial 
statistics can be misleading. For instance, an increase of five hundred users 
in British Columbia might mean that a steady increase in use had occurred 
in a localized part of Vancouver. However, it might also mean that heroin 
use had entered fifteen communities where it had not been present before 
and had spread explosively within these communities with a high probability 
of becoming endemic in them. The second possibility would perhaps be far 
more serious than the first because of the potential for a spread of use to 
neighbouring communities and because the endemic presence of opiate nar¬ 
cotic use provides a base for a rapid increase in use and dependency at a 
later date. 


Principal Causes of the Increase of Opiate Narcotic Use 

It is clear that we lack any full understanding of the causes of opiate 
narcotic use. Indeed what may be said accurately of the causal pattern in one 
area may not apply in another and causal patterns change through time. The 
same problem exists in generalizing about drug-using careers. Details of career 
descriptions may be wholly valid only for a particular locale at a particular 

time. 

However, two important, obviously valid generalizations about the neces¬ 
sary conditions for a spread of opiate narcotic use arc possible. Use only 
spreads when the drugs arc available and when there is a population of 
users present as a pernicious influence. A third generalization can be made 
with only slightly less confidence; the new opiate narcotic user is more likely 
to influence non-users to experiment with these drugs than is the person with 
a long-standing pattern of use and addiction. 

The Availability of Opiate Narcotics 

In the nature of things the ability of the Government to control the 
entry of opiate narcotics into Canada will be very largely dependent on the 
ability of the American Government to control the general flow of these 
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drugs into North America and its ability to influence other governments to 
inhibit the growth of the opium poppy, the production of opium derivatives 
or the production of synthetic narcotics and the movement of drugs within 
and across their borders. 

The Americans have achieved increasing success in a number of their 
policies. Their influence has reduced the production of opium in Turkey. At 
least partially as a result of American pressure, the Government of France is 
now taking effective steps to attack the manufacture of heroin. The United 
States appears to have gained an increased cooperation from some South 
American governments in making the shipment of drugs through South Amer¬ 
ica more difficult and in breaking up some trafficking rings. 

However, even the total elimination of poppy growing in Turkey will 
not now produce any significant shortage of raw opium. Some of the opium 
that has come out of Turkey in recent years has not been grown in that 
country. There are millions of acres of land available in other countries which 
are suitable for poppy cultivation, and much of that land is within the borders 
of states not clearly subject to American influence or indeed under the effec¬ 
tive control of the national government concerned. In some regions, such as 
South Hast Asia, poppy acreage can presumably be expanded. In other 
regions, for example South America, there is little reason to think that poppy 
cultivation cannot be introduced. Consequently, I cannot be confident that 
in the foreseeable future the American posture of curtailing poppy cultiva¬ 
tion will have much more than a disruptive influence on the production of 
raw opium. 

The new enforcement activities of the French police in moving against 
the manufacture of heroin have had a disruptive effect on the flow of the 
drug from Europe to North America. However, it would be naive, on the 
basis of existing evidence, to think that this will be more than a relatively 
short run dislocation of production. It is not difficult to think of countries 
to which European manufacturing operations could be moved cither in 
Europe or North Africa. There arc a number of European states that do not 
have strong anti-drug police operations and there arc a number which cannot 
be assumed to be sympathetic to the American case or receptive to American 
pressure. It is also noteworthy that the impact of the French moves was 
blunted by an increased flow of heroin to North America from other sources 
—notably South East Asia. In other words, the world supply of heroin seems 
more than adequate to compensate for even a major blow to production 
potential. I would expect that the lost French production will be replaced in 
Europe or North Africa very quickly indeed. 

It must also be pointed out that the total eradication of the opium poppy 
would not eliminate the availability of narcotics in North America because 
of the substitutes for opium and its derivatives that arc or could be made 
available. First, there arc drugs such as methadone and pethidine (Demerol©) 
which are wholly synthetic. The processes by which they arc manufactured 
arc available in the chemistry and pharmacology journals. The raw materials 
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required for the production of these synthetics are readiiy avaii^ie trnd not 
Dotentially subject to rigorous international or national control. While skilled 
Su are needed to supervise or carry out productionthere is no. reason 
to think that the billion dollar narcotics industry would have difficulty 
buying whatever skill are needed. 

Unfortunately, natural or semi-synthetic narcotics can also be produced 
from poppies other than the opium poppy (Papaver sommferum). Thebame 
is found in the opium poppy but also in many other forms of poppy that do 
not yield opium. As is pointed out elsewhere in this report, some thebame 
derivatives have morphine-like effects and have a potency of up to more than 
1,000 times that of morphine or heroin. Some of these derivatives are in 
commercial production. Leaks of these drugs from legmmate manufacturers 
are bound to occur in time. But far more important there ,s a source of 
narcotics apart from the opium poppy that can be exploited. 

For these reasons, and others, I think it would be less than prudent to 
assume any long-term decrease in the international availability of heroin or 
equivalent drugs. Indeed a persuasive case can be argued that we should 
assume an overall increase in production or productive potential. 

The international heroin distribution system has grown rapidly. There 
has been a marked proliferation of routes and networks and of smuggling 
techniques. Consequently, the overall impact of arrests for trafficking is 
reduced Profits are more than high enough to ensure that there will be no 
problems of recruitment. The world heroin supply system, whde not mono¬ 
lithic, has demonstrated that it has the reserves and the flexibility to respond 
quickly and effectively to any injury that has so far been inflicted. There is 
no evidence at hand to suggest that this will not continue to be the case 
International officials concerned with the enforcement of drug laws admit 
that only a very small proportion of narcotics in transit can be interceptc . 

Reluctantly I am forced to the conclusion that our best efforts to control 
opiate narcotic production and international trafficking can do little: more 
than be a costly nuisance to the international market. I do not conclude that 
these efforts should be reduced, but only that it could be dangerously naive 
to expect significant results in terms of reducing the long-term availability of 
illicit narcotics in North America. 

At the national level there arc further reasons to feel pessimism 
about our ability to control availability of opiate narcotics One of the most 
important of these is the enormous growth in the number of drug distnbu ion 
systems both for heroin and for other drugs. We already have evidence in 
Canada of individuals who have been multi-drug dealers now handling 
heroin. Similarly in the United States there seems to have teen “ 
in the number of dealers, at various distribution levels, who handle a variety 
of drugs including heroin. Wc also have illicit drug distribution operations in 
far more centres than ever before which arc capable of making heroin avail¬ 
able to almost any city, town or village in Canada. 


257 





Part Five 


It therefore seems virtually certain that one of the two necessary condi¬ 
tions for a continued increase in the use of opiate narcotics is and will continue 

to be present in a form that will facilitate increased use in all parts of the 
country. 

Ordinarily there must be the presence of a supply of opiate narcotics 
and the presence of a population of users for there to be a significant increase 
in use. However, there are exceptions. The most important exceptions ap¬ 
pear to be instances where either some dealer moves to ‘push’ the drug, that 
is to say, actively sell the drug to non-users, or where there is a population 
of non-users who are curious about heroin and anxious to experiment with 
it. Overall the ‘pusher’ appears to have played a less important role than the 
public has assumed. A major reason has been the danger of detection and 
arrest to which the ‘pusher’ is exposed in approaching anyone other than 
a known user. However, this danger is to some extent attenuated where there 
is a population of known illicit drug users and we have had reports of heroin 
being introduced to the illicit drug-using population by dealers. We have also 
had reports of an increasing curiosity about heroin that has acted to create 
a demand. This has been found, for instance, among some populations of pro¬ 
miscuous, multi-drug using teenagers. Consequently, the fact of a steady 
availability of heroin in an increasing number of centres will in itself assure 
some increase in heroin use and hence of addiction. It is, of course, difficult to 
estimate the extent of the increase which will result. 

The Presence of Opiate Narcotic Users 

The evidence available indicates clearly that the overwhelming majority 
of those who use heroin began their use subsequent to and very largely as a 
consequence of association with users. Whether we designate the users as 
being infectious or contagious or a pernicious influence is not of great im¬ 
portance in this context. The fact of the matter is that their presence contri¬ 
butes to the use of opiate narcotics by those who have not previously used 
these drugs. 

The role of opiate narcotic users as a pernicious influence fostering the 
spread of use of these drugs is discussed in Appendices C and D. As we 
report there, research has been consistent in finding that almost invariably 
the new user is introduced to opiate narcotic use in a small group setting of 
mends. Often the new user’s presence is fortuitous although, clearly, some 
curiosity about the drugs and a readiness to experiment must usually exist. 

It appears that the experienced user is often admired as a person or for his 
life style by the beginner. There arc certainly instances when group pressure 

is applied by users, and particularly new users, to encourage non-users to 
experiment. 

It seems that typically heroin use begins in a community or neighbour¬ 
hood by the return of one or two individuals who have begun use elsewhere. 
These foster interest in the drug and introduce use to a few friends. These 
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friends in turn introduce others or at least play a role of maintaining interest 
by their own example and presence and often by facilitating local access to 
opiate narcotics. At first use seems to spread slowly, but as the number of 
users grows there is the risk of an explosive increase in use. Studies in the 
United Kingdom of the spread of heroin use that have now been replicated 
in the United States have found a pattern of heroin use initiation that is 
represented in Figure 1 below. 

The evidence overwhelmingly supports the opinion that the use of heroin 
is spread through contact with those who actively use the drug. Indeed, the 
evidence is conclusive enough to probably warrant a generalization that the 
presence of opiate narcotic users is almost always a necessary condition for 
a significant increase in the use of these drugs. 

Among users it is also clear that the new user is most apt to be the 
contagious or pernicious agent. The user who has not yet become addicted 
or who does not recognize the fact of his addiction seems more prone to 
counsel others that heroin can be used ‘wisely* with little or no risk of 
addiction and to hold himself up as living proof of this fact. Again, there 
is much in the research literature to support this position. For example, 
Hughes and Crawford in their Chicago study report, 

... the disorder tends to be most contagious during the early stages, i.e., it is 
spread by new users and the newly addicted. This suggests that new out¬ 
breaks must be identified early. 

Increase in the Size of the Population at Risk to 
Opiate Narcotic Use 

The sharp increase in the rates of opiate narcotic use and addiction are 
in themselves indicators of the increase in the size of the population that has 
been at risk to the use of these drugs. There is, however, no reason to think 
that their use will not continue to spread in Canada for some time to come. 
There is evidence appearing that die use of heroin is levelling off in the 
United States. But it is levelling at a point that involves a much higher 
proportion of the total population than has as yet become involved here. 
Even if we note that much of the heroin use in the United States has been 
in ‘ghetto’ populations and that comparable populations do not exist to any 
great extent in Canada, we are still well below the levels of American non- 
ghetto use. Given time, Canada’s rates of drug use tend to move towards 
those reached in the U.S. Hence, it would not appear prudent to expect that 
the spread of heroin use is about to level in Canada. 

There are certain populations that appear to be particularly at risk. 
Perhaps the most obvious arc the regular, high-dose, intravenous ampheta¬ 
mine users — the ‘speed freaks’. As noted elsewhere in this report, the ‘speed 
freak’ population has not decreased markedly although it has dispersed and 
become far less visible than it was in the summer of 1970. Much of this 
population is apparently replaced approximately every two years since that 
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seems to be the maximum period for amphetamine use for most individuals. 

It would appear that many of these persons have become involved in the 
use of heroin. 

There have been a steady series of reports of curiosity about heroin 
among young, promiscuous multi-drug users. While there may be some taper¬ 
ing off of the size of this population, it remains significant and constantly 
draws new recruits. We know far too little about the epidemiology of non¬ 
medical drug use to predict with any degree of confidence that it will not 
blossom again or at least maintain roughly present levels. These young people, 
because of their naivety or lack of concern with the consequences of their 
drug use, are at high risk to heroin use and dependence. 

During the past two years there have been reports of heroin use among 
populations that do not have a history of illicit non-medical drug use. In 
particular this has been noted among the children of Italian immigrants in 
Toronto. In the past such populations have been at risk to many forms of 
delinquent and deviant behaviour. There seems no reason to be sanguine 
about the possibility of wider opiate narcotic use among such people—and 
certainly their numbers have increased in Canada. 

In summary then, there exists in Canada a number of populations that 
appear at particular risk to a further spread of heroin use. 

The Nature of the Opiate Narcotics 

The psychological effects of the opiate narcotics and the consequences 
and risks of their use arc set out fully in Appendix A. In this context it is only 
necessary for me to note the particular qualities of these drugs that lead me 
to believe that their use should be treated in law rather more severely than 
that of other drugs in current non-medical use. 

Many attempts have been made to rank drugs in an order of relative 
potential for harm. If a single criterion of harm is accepted it is perhaps not 
difficult to construct such an order. For example, if we accept as the focus of 
our concern the probability of continuing general physiological deterioration 
as a direct result of the use of the drug, then alcohol and tobacco must be 
taken as among the most dangerous drugs in current non-medical use, and 
heroin and the other opiate narcotics as among the least dangerous. If we 
make the criterion the probability of continuing general physiological deter¬ 
ioration as an indirect consequence of dependent use of a drug, then alcohol 
and the opiate-narcotics would stand together as among our most dangerous 
drugs. If we take short-run physiological deterioration as a direct and in¬ 
direct consequence of the use of a drug, then the amphetamines would prob¬ 
ably stand as our most dangerous drug, the opiate narcotics and alcohol 
would occupy a much lower place and tobacco a lower place still. If wc 
focus on probable use as a means of suicide then the barbiturates have 
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probably the greatest potential for harm and the opiate narcotics and alcohol 
are relatively safe. If we give a high priority in determining potential for 
harm to such criteria as the risk of accidental death associated with use or 
the risk of virtually incurable drug dependency developing quickly as a result 
of use for even a short period of time, then the opiate narcotics are certainly 
among the most dangerous, if not the most dangerous. If a high priority is 
given to a drug’s capacity to produce socially undesirable behaviour such as 
theft or prostitution, then the opiate narcotics are among the most dangerous 
drugs in the present North American social context. The amphetamines and 
alcohol, on the other hand, are ordinarily far more prone to lead to crimes 
of violence. If we are concerned with the potential of drug use to profoundly 
alter personality and character, and with the consequences of such changes 
for the user and those close to him, then the opiate narcotics are among our 
most dangerous drugs. Overall, I doubt that a single, meaningful rank order 
of the potential for harm of drugs in current non-medical use can be created. 
It is probably wiser to point to particular dangers associated with the use of 
a drug or family of drugs. 

In coming to my conclusions about appropriate social policy with 
respect to the opiate narcotics, I have given weight to the following facts. 

The opiate narcotics are virtually unique in their, capacity to produce a 
state of severe dependence quickly and insidiously. Once established, opiate 
narcotic dependency can be managed but for all practical purposes, at this 
time, is virtually incurable. 

It is obviously true that dependency is not an inevitable consequence of 
the experimental or occasional use of opiate narcotics. There arc some few 
individuals who have used these drugs for years and have not become depen¬ 
dent. Virtually all addicts believed, when they began use, that notwithstanding 
the dangers of addiction they could avoid this consequence. Virtually all 
believed that their use was still ‘under control’ when they in fact had become 
dependent. While data is not available from which it is possible to estimate 
the proportion of those who ever used these drugs non-mcdically who later 
became addicted, it can be said that the proportion is high. All who use 
these drugs non-mcdically must be considered to be at significant risk of 
becoming dependent 

Those who became dependent on the opiate narcotics have as a result 
become significantly diminished in their capacity to act as free men—more 
than is the case with virtually any other form of dependence. The greatest 
part of their loss of freedom comes from the simple necessity of devoting a 
large proportion of their time to acquiring (usually illegally) the money to 
buy drugs. Thus the range of choices open to them vocationally, intellectually, 
recrcationally, socially and geographically is severely curtailed. This loss of 
freedom to determine the course of one’s own life and the use of one’s own 
potential is surely a loss that renders them effectively less human than they 
would otherwise be. 
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The nature of opiate narcotic dependence in the present social context, 
and in any social context which I care to contemplate, virtually ensures that 
the addict will maintain and increase the criminality that usually prec^es 
his addiction or wiU develop criminal habits. Insofar as most Edicts 
criminals before they became addicted it is not proper to assert tha 
whole of their criminality is a consequence and a cost to be attributed to 
their drug use. But it is clear that the amount of theirjpredatory crime 
increases subsequent to addiction. An important result is the further loss of 
freedom that follows from conviction for these crimes. 

Moreover, their criminality, typically in the form of drug peddling, 
burglary, shoplifting and other forms of boosting, pickpocketing and pan¬ 
handling and of prostitution in the case of females is a heavy cost to society. 
The fact that as much as half their illicit income may come from selling 
opiate narcotics presents a serious problem in facilitating use among others. 

While it is true that the total cost of crime attributable to alcohol 
exceeds that attributable to the opiate narcotics, it is clear that the probability 
of an opiate narcotic-dependent person supporting himself by crime is fax 
greater than in the case of dependency on any other drug, including alcohol. 

The life style that is the virtually inevitable consequence of illicit opiate 
narcotic dependency has other costs. Most addicts suffer from notation 
and are particularly subject to diseases associated with malnutrition and 
lack of hygiene. These consequences probably follow mainly from the life 
style of the addict but can certainly be attributed in part to the psychologi 
effects of the drugs. 

I am also concerned with the impact of the adoption of their life style 
on the relatives and friends of the addict I find it hard to conceive of more 
dreadful information than the news that one’s child has become addicted 
these drugs. I suspect that perhaps unconsciously much of our fear of the 
opiate narcotics springs from the knowledge or well-founded suspicion that 
dependency on these drugs profoundly and irrevocably changes the person 
they become different not only in life style but in personality and spirit, 
their reactions can no longer be predicted by those who have been close to 
them, their promise and whatever was hoped for them is gone, and their 

future is at best bleak. 

Some of these undesirable consequences of addiction could no doubt be 
prevented if opiate narcotics were made readily and cheaply available to the 
user and the addict without stringent controls and monitoring. But in view 
of the marked increase in use and hence addiction that would certainly 
follow, the costs would clearly far outweigh any possible benefits. 

More than other drugs used non-mcdically, the use of opiate narcotics 
is likely to produce accidental sudden death. While most deaths associated 
with drug use by addicts arc dearly not due to a simple heroin overdose, 
as is generally believed, the fact is that a large number of heroin users die 
suddenly while injecting this drug. 
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THE OBJECTIVES OF SOCIAL POLICY 

The Priorities of Social Policy 

In my opinion the proper order of priorities in developing social policy 
with respect to the opiate narcotics user is: 

1) The prevention, as much as is possible, of the further spread of opiate 
narcotic use and addiction. 

2) The treatment of the user or addict to render him less socially dangerous. 

3) The treatment of the user or addict for the purpose of improving his 
chances of being a useful member of the community and of improving 
the quality of his life. 

Since, in virtually all cases, the presence of opiate narcotic users is a 
necessary condition for the spread of use, it follows that isolating users or 
otherwise reducing their capacity to influence perniciously and assist others 
to use these drugs is a necessary step and probably the most important single 
step that can be taken by a country such as Canada in the prevention of an 
increase in opiate narcotic use and addiction. 

Clearly, short of placing all users in indefinite quarantine, there are no 
means of ensuring that they will not be a pernicious and contagious influence. 
However, if they could be offlcially identified and if their drug use could 
then be eliminated or controlled so that they could no longer stand as directly 
observable models of free opiate narcotic use, and incidentally a source of 
supply to the prospective user, the danger would be significantly lessened. 
If they could be prevented from presenting themselves as living examples 
of the fact that opiate narcotics can be used without serious consequences, 
the danger would also lessen. 

It is obvious that these ends can only be achieved by making it highly 
probable that those who use the opiate narcotics can be brought to official 
attention in a way that renders them subject to control, and by having the 
means of monitoring and controlling their behaviour. 

I believe that these ends can be achieved, that this can be done without 
recourse to police state methods, with adequate safeguards to the innocent 
and in a manner that serves the long-run best interests of the opiate nar¬ 
cotic user. 

However, unless the steps that I propose arc implemented in the near 
future I am not sure that they provide a practical solution to the problem. 
The present population of heroin and methadone users is of a size and 
geographic distribution that makes it conceivable to exert a close control 
over its members, albeit with a heavy expenditure of resources. However, 
if the numbers involved continue to increase at present rates, or even rather 
more slowly, and if we approach American rates of use or if the present 
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population or a larger one disperses geographically, then the outlook for 
effective action would be far more bleak and the price far higher. 

The Efficacy of Existing Laws as a Device of Control 

The existing laws relating to the possession of opiate narcotics seem to 
me to lack the potential to ensure early official detection of opiate narcotic 
use and to lack the potential to exert control over a significant proportion 
of users and addicts. The necessity of proving possession presents the police 
with a virtually insuperable problem in bringing most users before the courts. 
As has been pointed out elsewhere in this report, many users have the drug 
in their possession for a very short time indeed—often for only a few 
moments in the course of a day. Unless they are apprehended during those 
moments no evidence is available to the police. Moreover, when the drug is 
in the user’s possession it is frequently carried in the mouth and is swallowed 
at the first sign of police intervention. This fact necessitates the rough action 
that the police take towards users in attempting to make arrests and adds 
greatly to the difficulty of securing evidence. 

The arrest and conviction statistics presented in this report, if compared 
to the estimates of use, provide convincing testimony of the inadequacy of 
the present laws as a device for detecting and controlling the opiate narcotic 
user. It is likely that fewer than four per cent of the addicts in Canada are 
currently being convicted each year and that this number may be fewer 
than one per cent of all who are addicts and occasional and experimental 
users. 


RECOMMENDATIONS WITH REFERENCE TO THE LAW 
RESPECTING THE OPIATE NARCOTIC USER 

So long as the law only prohibits the unauthorized possession of opiate 
narcotics, I can see no way in which it can become an effective device to 
control the opiate narcotic user and hence a really effective device to curtail 
the further spread of the use of these drugs. This would remain true even 
if the police were granted very large reinforcements. Moreover, as use 
spreads, it seems to me that the relative effectiveness of the police is bound 
to decline. 

Consequently, I recommend that the law be amended to make the 
unauthorized use as well as the unauthorized possession of opiate narcotics 
an offence. The unauthorized possession of opiate narcotics or the presence 
of an opiate narcotic in the urine, blood or other body fluid witnout lawful 
excuse should be taken as proof of opiate narcotic use. To enforce adequately 
such legislation, it would be necessary to authorize the police to require 
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those whom they believe, on reasonable and probable grounds, to be using 
these drugs to submit a sample of urine, blood or other body fluid for 
analysis.* Continuing association with known opiate narcotic users, the clear 
appearance of being under the influence of an opiate narcotic (on the nod) 
or the otherwise inexplicable presence of injection marks visible on the body 
would certainly be reasonable and probable grounds to presume the use of 
opiate narcotics. 

Clearly a number of safeguards would be required in such legislation. 
I would strongly recommend that at least the following be Included: 

a) A part of any sample taken should be returned to the donor In a 
sealed container for use by the defence if a charge is laid and the result 
of the analysis is submitted as evidence. 

b) Those required to give a sample should be given, on request and 
before the sample is taken, a written statement of the reasonable and 
probable grounds on which the police are acting. 

c) The police should be required to submit the details of their use of 
such authority, Including a statement of the grounds on which it was 
used, to a judicial body for a regular and public review. 

Those whose urine, blood or other body fluid is found to contain an 
opiate narcotic should be charged with the unauthorized use of these drugs. 
Those arraigned on this charge should, in all cases, be remanded in custody 
for one week for the purpose of determining whether or not they arc 
dependent on the opiate narcotics. 

Those subsequently found guilty of the unauthorized use of opiate 
narcotics but who are not dependent on these drugs should on the first and 
second conviction receive a one- to three-year sentence with the possibility 


• It is dear that thin-layer chromotography (TLC) as presently generally used in 
is not sufficiently accurate to proride grounds, by itself, for conviction becauso of the risk 
of a false positive result. However, this method remains the bat technique for widespread 
use. I would recommend that until better methods are available it should ordinarily be 
used, but when an opiate narcotic is detected by this method further tats should be applied 
and a positive result on two tats should be required for conviction. Consequently, enough 
fluid should always be taken to allow two analyses to be performed. 

There is good reason to believe that within a short time the radioimmunoassay, FRAT 
Md related methods will be able to meet all reasonable demands for accuracy, discrimina¬ 
tion, economy and speed. When this is the case a positive result by one of these methods 
alone should be taken as adequate grounds for conviction. 

The extremely sensitive immunoassay methods have other advantaga as wclL Using such 
techniques, U may be possible to detect the presence of opiate narcotics in the system for 
several days after use. Urine, blood or, possibly, saliva and sweat samples may bo employed. 
At the present these techniqua do not efficiently distinguish codeine from morphine, but 
it is expected that this difficulty will be overcome shortly. 

Since heroin is converted to morphine and other metaboiita in the body, it is generally 
difficult to efficiently discriminate between the use of these two drugs. However, I find that 
this is no problem since I would regard the illicit use of morphine as being as serious as 
the illicit use of heroin, methadone or the other narcotics excepting the low-doK use of 
codeine. 
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of immediate release on parole at the discretion of the court, after appropriate 
consultation with the Parole Board, with the following conditions at least; 

1) That they refrain absolutely from the unauthorized use of opiate 
narcotics, cocaine and amphetamines. 

2) That they submit urine, blood or other fluid samples for analysis as 
often as necessary to determine any opiate narcotic use for a period of 
six months and thereafter as required during the period of probation.! 

3) That they refrain from association with opiate narcotic users and 
others as required. 

4) That they accept counselling or other appropriate care as required. 

Those who are unwilling to sign a statement accepting the terms of 
parole should not be released from custody. 

Those responsible for the supervision of parole must be given reason¬ 
able authority to excuse occasional breaches of the terms. However, those 
brought before the Parole Board for parole violation should be liable to be 
imprisoned for the balance of the period of their sentences. ( 

Conviction a third or subsequent time should render the offender liable 
to imprisonment for a period of two to five years. If the offender is subse- 
qucntly released on parole, terms similar to the terms above should be applied. 

Those found guilty of the unauthorized use of opiate narcotics and who 
are shown to be dependent! on these drugs should on the first and second 
conviction receive a three- to ten-year sentence with the possibility of immedi¬ 
ate release on parole at the discretion of the court, following appropriate 
consultation with the Parole Board, with the following conditions, at least:§ 

1) That they refrain absolutely from the use of unauthorized opiate 
narcotics, cocaine and amphetamines. 


• A one- to three-year sentence with immediate parole is specified in this 
to ensure continuous supervision for a lengthy period of time. I have no objection m 
principle to providing this supervision by means of suspended ^tenceami ProbaUon 
under existing law suspension of sentence and probation can bo applied only 
ofTcncc carrics no minimum sentence. While 1 am concerned with the lightness of sentence* 
that have recently been imposed on many of those found guilty of opiate narcotic 
IwwptoVtll advantages in allowing the courts some measure of flcxibOiW fa doling 
with these cases. However, available evidence strongly suggests that drug users require 
lengthy periods of close supervision if their rehabilitation is to be achieved. 

1 UnmnSTof «uiyJ« improved, body fluid duly or « 

least every second day. Hopefully methods will soon be available to accurately find opiate 
nSeoSTleTSe «y«<*n Sere] d>y> ritet use. When thlt U the cue, looter uflemU 
between samples could be safely allowed. _ ... . 

X The determination of dependency roust be based on cUmcal ?ro£ 

whether dependency exists should rest with the court and should be based on| ewdenee from 
physicians with special competence In the matter andothen appropriately 
4 All available evidence suggests that a lengthy period of supervision is imperative U mere 
4 b to taW S&3Z*m fa dealing with those dependent on the-opiate tmeotk* 
(%en Anncndix K) The relatively low levels of success that have been achieved With 
addicts probation and parole fa Canada (see Appendices J and k) point to the need 
for lengthy periods of close control and supervision. 
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2) That they submit urine, blood or other body fluid samples for 
analysis as often as necessary to find any opiate narcotic use for a period 

of two years and thereafter as required during the period of their 
probation.* 

3) That they accept counselling and treatment as required bv those 

responsible for their probation. * 

4) That, if after other treatment approaches have been tried for a 
reasonable period and they are unable to remain drug-free, they accept 
high-dose methadone maintenance indefinitely. 


It has frequently been found that continued association with opiate 
narcotic users is a major barrier to the successful rehabilitation of those 
who are opiate narcotic dependents. Consequently, the courts and parole 
officers should have the authority to require the offender to change his place 
of residence. 

In the case of those with longstanding or severe addiction, the court 
should have authority to impose high-dose methadone maintenance as an 
initial condition of parole. Unwillingness to accept the terms of parole or 
violation of the terms of parole, when brought to the attention of the Parole 
Board, should render the offender liable to imprisonment for the balance of 
his sentence. 

Those found guilty of unauthorized opiate narcotic use a third or sub¬ 
sequent time and who arc found to be dependent on these drugs should 
receive a sentence to indefinite imprisonment with the possibility of parole 
on conditions similar to the conditions of parole noted above. 

Wherever possible a separation should be made between the personnel 
responsible for parole supervision and those responsible for the treatment of 
persons under sentence, although there should be cooperation and consulta¬ 
tion between them and both should come under a single agency. If treatment 
personnel arc made responsible for the collection and analysis of urine or 
blood samples, the results of these tests, if they show the presence of a pro¬ 
hibited drug, should be automatically reported to the parole authorities. 
The supervision of opiate narcotic users requires specialized knowledge and 

experience. Therefore personnel should be specially selected and trained for 
this work. 


Those imprisoned for the use or possession of opiate narcotics should, 
whenever possible, be confined opart from other prisoners, preferably in 
separate institutions, and should be further segregated according to the extent 
of their involvement in and commitment to the opiate narcotic-uslng culture. 
Clearly, a basic purpose of their incarceration should be quarantine 


srsLsrsis* ** u *- wtcn u ,h = ***> 
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Provision should be made in the case of those charged with the use of 
opiate narcotics to conduct the trial in camera at the request of the accused 
and at the discretion of the court. The purpose of this provision is to keep 
secret the identity of the accused and hence to facilitate rehabilitation, 
particularly in the case of those who appear to have been experimental users 
of the opiate narcotics. 

Those convicted of unauthorized opiate narcotic use who remain abso¬ 
lutely drug-free while on parole or otherwise at large during a period equal 
to the length of their sentence should be authorized to withhold the fact 
of their arrest and conviction in such matters as employment applications. 
If at some time during the course of the sentence an opiate narcotic or other 
illicit drug is found in a urine or other body fluid sample, then an opportunity 
should be provided for them to continue submitting samples beyond the end 
of their sentence to establish a drug-free period equal to the length of the 
sentence and to thus qualify for the benefits of these provisions. 

My recommendations require the enactment of special parole provisions 
for opiate narcotic offenders. At the present time the courts in Canada play 
no role in the decision to release a prisoner on parole. This decision, except 
in cases of murder, is exclusively under the jurisdiction of the National 
Parole Board. While the Board may release an offender at any time, it is 
extremely unusual for it to do so until a significant portion of the sentence has 
been served in prison. I sec no reason to require the imprisonment of all 
found guilty of opiate narcotic use; however, I am convinced that all require 
a prolonged period of supervision and control. Consequently, my recom¬ 
mendation requires that the courts be granted authority to grant parole at 
the time of sentencing. An alternative approach would have been to recom¬ 
mend the use of suspended sentence and probation. I have rejected this 
alternative for a number of reasons. For instance, a suspension of sentencing 
can only be granted when an offence carries no minimum sentence, and 
I am strongly of the opinion that a minimum sentence is absolutely required 
in dealing with opiate narcotic users. 

The efficacy of my proposals is dearly dependent upon the ability of 
the police to identify a significant proportion of opiate narcotic users and to 
secure convictions against them. The development of new techniques for 
the analysis of body fluids which will detect the presence of narcotics many 
hours after use, and potentially several days after use, gives reason for 
confidence on the latter point. The identification of users is a different matter. 
Six or seven years ago the police knew the identity of a very high pro¬ 
portion of heroin users. Since they were concentrated in distinct areas of 
a very few cities their task was relatively easy. Today this population has 
not only grown but has dispersed to many communities, prindpally in 
British Columbia, Alberta and Ontario. However, both Canadian and 
American evidence indicates that within a given community the opiate 
narcotic users tend to cluster in ‘copping areas’ which arc not difficult to find. 
While this population may not be as risible as was that of the speed freaks 


269 



Part Five 


in 1970, it is very much more visible than most other illicit drug-using 
populations. In the case of addicts the necessity of regular and frequent 
purchases helps to maintain visibility. Occasional and experimental users, 
coming as they do largely from the ranks of the speed users or the promis¬ 
cuous multi-drug users, also should not be very difficult to detect, granted 
adequate police personnel and special undercover operations. 

It will no doubt be argued that these recommendations are extremely 
severe. This is obviously true. But I regard the opiate narcotic user as posing 
a potentially grave danger to society. His presence is often an essential 
condition for the spread of opiate narcotic use. New users pose a special 
threat because of the greater risk that they will proselytize and make state¬ 
ments minimizing the risk of opiate narcotic use. Their presence as opiate 
narcotic users clearly constitutes a real threat to the health, welfare and 
operative freedom of others. Unless a very high proportion of them are 
detected and brought under rigorous control, as regards their drug use, I see 
the real probability of a further significant spread in opiate narcotic use. 


I believe that my recommendations provide the opportunity for those 
convicted of opiate narcotic use to limit drastically the impact of their sen¬ 
tence on their own freedom. So long as they are prepared to refrain from 
the unauthorized use of opiate narcotics, cocaine and the amphetamines they 
can be at liberty to lead perfectly normal lives. The limitation of freedom 
imposed by the requirement to submit urine, blood or other fluid samples is 
not in itself a severe penalty or hardship and is certainly in their best intcr- 
“** T ° 1 be . an f ccUvc chcck on unauthorized drug use, it is necessary that 
. n P C p . rov,dcd ,n thc Presence of a witness. But there should 

r . , d ‘ ffiadt y m makin fi arrangements for the sample to be taken 
close to the offenders residence or place of work at a hospital, pharmacy 
physician s office or other appropriate site. * 

It may be argued that requiring urine, blood or other fluid samDlcs 

cZer r.r^ ClCd f UnaUlh0ri “ d narcotic use is a vfola.ion of 
wTwnZ lb y °J forccs an individual to provide evidence against him- 
. ever, we have accepted a strikingly similar precedent with the 

SZseoT USC - M a, !! aI> “ rS for lhc dclcction of “fcohol intoxication. In 
£“ v ° f aunnc ' blood ° r of 1 " fluid sample, it should be readily possible 
to provide the suspect with a part of the sample in a scaled container to 
prevent any risk of evidence being fabricated and to allow for independent 
anidysis. This safeguard is not as yet possible when breath sampfcs are 


* * flic implementation of my recommendations would be 

costly. Some large number of additional police will be required as well as 
specially trained parole and probation officers. However, great as these costs 

1 r “ nVinCCd ^ ** w °“ ld . to toe long kfn beZ Zffian 
thc direct and indirect costs of a further significant increase in use. 
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I would further submit that the level of control of the opiate narcotic 
user that my recommendations could provide would strike a very severe blow 
at the illicit opiate narcotic distribution system by drastically reducing 
demand. The result would probably be a lessening of the availability of 
heroin. This, in itself, could contribute further to the prevention of a further 
spread of use. 

It has been pointed out in this report and in our Interim Report that 
the existing laws compel the police to deal with those suspected of opiate 
narcotic possession in a rather rough manner that typically involves breaking 
down doors and ‘throttling’ suspects to prevent the loss of necessary evi¬ 
dence. While the necessity of such actions cannot be denied, it must be re¬ 
gretted. The change from a possession of narcotics to a use of narcotics em¬ 
phasis would eliminate the need for virtually all such police acts since surprise 
would no longer be of the essence except in cases of suspected trafficking. 

I believe that my recommendations would, if implemented, have an 
immediate deterrent effect of reducing the amount of opiate narcotic use 
among non-addicts. This reduction would in all probability be significant 
enough that it should be taken into account in a calculation of the costs of 
implementation or of feasibility. It is my opinion that my recommendations 
can be applied with a high probability of success to a population of users of 
opiate narcotics of the size which we estimate with its present pattern of 
distribution. I would be far less sanguine about their probable success if 
there is a marked increase in the size of that population and a more general 
geographic distribution of use. It is much more difficult to conceive of 
control measures that would be effective and acceptable in a free society if 
use were to reach the levels found in the United States. 

My proposals rest on the assumption that, given adequate reinforce¬ 
ments, the police would be able to find new users and subject them to urine, 
blood or other testing. If the opiate narcotic-using population were much 
more widely dispersed, this would become extremely difficult. 


THE TREATMENT OF OPIATE NARCOTIC USERS 

I am in substantial agreement with the majority opinion on the matter 
of the treatment of the opiate narcotic user. While I share their view that 
in general the treatment of the user and the addict is a proper matter of 
provincial responsibility, I believe there arc four roles that the Federal 
Government should play. 

First, the use of opiate narcotics in treatment should be subject to con¬ 
tinuing federal regulations. There arc obvious advantages of uniformity. 
But my principal concern is to assure rigorous control over the use of these 
drugs. While the recent performance of the Federal Government is disap¬ 
pointing in the level of control that has been imposed on the prescribing of 
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methadone, I believe that there is a greater probability of adequate controls 
on these drugs being maintained by the Federal Government than by ten 
separate jurisdictions. The evidence is clear that the improper prescribing of 
these drugs by only a very few physicians can quickly produce an epidemic. 
Such was the case in the United Kingdom where fewer than one-half dozen 
physicians, who were either fools or knaves, contributed significantly to the 
increased use of heroin and amphetamines. The effects of a lessening of 
proper controls in any one province could not likely be contained within its 
borders and could have serious material consequences. For example, much 
of the recent opiate narcotic problem in Windsor occurred as a result of 
improper methadone prescribing and dispensing in Detroit. The national 
border with its checks on movement was not an effective barrier. Provincial 
borders would present no barrier at all. 

Second, the Federal Government should be prepared to establish, at 
the request of a provincial government, a full range of treatment facilities 
for opiate narcotic users. 

Third, in the absence of adequate provincial treatment facilities for the 
care of users on parole, such facilities should be provided by the Federal 
Government. Presumably this is constitutionally possible insofar as they 
would be, in the context of my recommendations, under a sentence the length 
of which would place them under the control of the Federal Government. 

Fourth, the Federal Government should organize training programs to 
be made available for provincially employed personnel concerned with the 
care and treatment of opiate narcotic users. 

The Government and the various colleges of physicians and surgeons ap¬ 
pear to have failed in adequately policing the prescription of opiate narcotics 
by physicians. They tend perhaps to be somewhat more effective in curbing 
malpractice by knaves than by fools or by physicians who are uninformed 
about the opiate narcotic problem. I recommend strongly that a greater vigi¬ 
lance be maintained over the prescribing of these drugs and that much more 
rigorous steps be taken to prevent unwise prescribing. Canadian, British and 
American experience amply demonstrates that three or four physicians can, 
through their prescribing practices, produce an epidemic of opiate narcotic 
or amphetamine use. There is little reason to feel confidence that existing 
mechanisms to control and regulate medical practice are adequate. 


ADDITIONAL RECOMMENDATIONS CONCERNING THE 
OPIATE NARCOTICS 


Thebaine 


The Bentley Compounds, derivatives of thebaine, an opium alkaloid, 
have not as yet become significant among the opiate narcotics used non- 
medically. However, because their potency is as much as 1,000 times that 
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of morphine or heroin, they could become a serious problem. Consequently, 
I recommend that the Government of Canada treat the potent thebaine 
derivatives as heroin is now treated and urge other governments to follow 
suit. 


Cocaine 

In the course of inquiry we have heard many criticisms of existing law 
for its want of descriptive accuracy. In particular, the inclusion of cannabis 
in the Narcotic Control Act has been criticized, for clearly this drug is not a 
narcotic. This Act at present also deals with cocaine, which is no more a nar¬ 
cotic than cannabis. In fact the drug is much closer, in its effects, to the 
amphetamines than to the opiate narcotics. 

At the present time cocaine is not in widespread use in Canada, although 
much more commonly used and far more readily available than was the 
case a few years ago. Curiosity about and interest in the drug have very 
markedly increased, and with them demand. Availability has also increased, 
and there is no reason to believe that it can be effectively curbed. 

Unfortunately cocaine has become a status drug—the drug of the elite 
among the non-opiate-addicted, serious illicit drug users. Its use will almost 
certainly increase steadily. 

I recommended that it be removed from the control of the Narcotic 
Control Act simply for reasons of accuracy, and that this be done before use 
has spread further. 

In many ways it would be logical and consistent to classify it with 
the amphetamines. However, it would certainly not be wise to remove the 
possessional offence. Consequently, I suggest that cocaine be placed in a 
separate and distinct classification schedule under the Food and Drugs Act 
with penalties identical to those at present available under the Narcotic 
Control Act. If the use of this drug begins to reach alarming proportions, 
then consideration should be given to making use an offence enforceable by 
body fluid analysis. 





